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The Diagnosis of Rheumatic Disease 
in Children 


J. Batt, M. D., Cuarceston, S. C. 


Rheumatic disease, so common in colder 
climates as to account for about one fifth of 
the beds usually occupied in the Children’s 
Memorial Hospital’ in Chicago, is seen rather 
infrequently in the South. However, it is not 
a rare disease, as the diagnosis has been made 
24 times in the past 4 years, on the children 
under twelve who have been admitted to the 
Roper Hospital. Since it is unusual in this 
climate, and often difficult to recognize, a study 
has been made of those characteristics, demon- 
strable both clinically and by the laboratory, 
which aid in the recognition of its presence 
and activity, and of some of those conditions 
with which it may be confused. 

The major clinical manifestations of rheu- 
matic disease are arthritis, carditis, and chorea. 
Of these, carditis is the most important, as 
it leads most often to permanent damage. The 
others are significant chiefly because they in- 
dicate the probability of injury to the heart. 
These conditions usually occur in combination. 
This most often consists of arthritis and car- 
ditis, though either of these may have its onset 
alone. Chorea is found by itself in at least half 
of the cases. However, it is so often preceded 
or followed by other manifestations of rheu- 
matic disease that it is included in the rheu- 
matic group by most observers, even though 
its symptoms are strikingly different. 


From the Department of Pediatrics, Medical Col- 
lege of the State of S. C. Illustrative cases from 
the Pediatric Service of the University of Chicago 


Clinics. 


ARTHRITIS 


Arthritis, the classical symptom of rheuma- 
tism, has a different appearance in the child 
from that in the adult. In the older child there 
may be the very painful, tender, red, swollen 
joints which are characteristic of the disease 
in the adult, but in the pre-school and primary 
grade child, in whom the disease is much more 
common, it is much milder, and may even be 
overlooked. The onset is sudden or after a 
brief period of ill health. Pain may be suf- 
ficient to keep the child from playing active 
games, but not enough to make him complain. 
The joints often become somewhat swollen 
and hot, but this is so mild and so transitory 
that the patient and his parents often do not 
notice it. Redness is usually not present, unless 
swelling is marked. Tenderness is seldom severe 
enough to cause the patient to be apprehensive 
about being touched. The symptoms in a given 
joint tend to subside spontaneously within a 
few days, later reappearing or migrating else- 
where. The elbows, knees, ankles, and wrists 
are most often involved, but no joints are 
immune. Fever is present during most at- 
tacks, and sometimes may be quite high, 
especially at the onset. 

The very mild nature of the joint mani- 
festations in many instances has led to the 
confusion of this condition with the very com- 
mon so-called “growing pains,” occurring in 
childhood, either because of the belief that 
these pains are actually due to rheumatic fever, 
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or because of failure to differentiate them from 
true rheumatic pains. Children with them have 
been kept in bed for long periods, and even been 
said, incorrectly, to have heart disease. Very 
recently, Hawksley?, in England, and Shapiro, 
in Minnesota, have reported studies of the 
relationship of these conditions, with the con- 
clusion that they are entirely independent, and 
have given certain definite criteria for their 
distinction, which we will summarize as fol- 
lows: 

Growing pains usually come on at night, 
after the child has gone to sleep, are often 
severe enough to cause him to cry, disappear 
by morning, and never bother him during the 
day. Rheumatic pains disturb the child least 
when he is warm in bed, seldom cause him to 
cry, at any time, are most noticeable in the 
morning, when he gets up, continue on through 
the day, and are made worse by motion, often 
causing a limp. 

Growing pains have their onset at any time 
during childhood, and may continue through 
adolescence, whereas the peak incidence of 
rheumatic fever is between 6 and 7 years, and 
diminishes much by puberty. 

Growing pains are located in the muscles 
and tendons of the legs and thighs, and oc- 
casionally the back and around the knee joint, 
but almost never involve the upper extremities. 
Rheumatic pains are in the joints themselves, 
of both upper and lower extremities, and are 
accompanied by signs of inflammation in many 
instances. 

The child with growing pains generally is 
in good health, though he may be quite ir- 
ritable, and, in many instances, shows some 
postural or orthopedic defect which is re- 
sponsible for his pains. The child with rheu- 
matism, on the other hand, usually gives a 
history of previous respiratory infection, and 
has some other clinical or laboratory signs of 
disease. 

Finally, growing pains are no respecters of 
persons, occurring in all classes of society, and 
in all climates, whereas rheumatism is es- 
sentially a disease of the poor, particularly in 
cold, damp places. 

CARDITIS 


Rheumatic carditis most commonly occurs 
during the course of some other manifestation, 
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usually arthritis, but it may occur alone. If 
it accompanies arthritis, the first noticeable 
sign of it is a persistent systolic murmur at 
the apex, and an enlargement of the heart to 
the left. In other cases, the arthritis may ap- 
parently subside, leaving the child mildly in- 
disposed, but without any particular complaint. 
In still others there are no preceding attacks, 
or these are so slight that they are unnoticed. 
These are the cases in which the disease may 
be overlooked, until there has been extensive 
damage to the heart. For example, a girl of 5 
was brought into the clinic, just because it was 
convenient to bring her with her younger 
brother, who had some special complaint. It 
had been noted that she was not doing quite 
as well as usual recently, but she had no joint 
pains, or any other symptoms pointing to rheu- 
matism, or any story of a previous attack. On 
examination she was found to be quite pale, 
with faint cyanosis around her mouth, a very 
rapid pulse, slightly elevated temperature, and 
a very much enlarged heart, with a gallop 
rhythm and a to and fro murmur at the apex. 
It was only after a year of hospitalization and 
convalescent care that she was able to resume 
anything approaching normal activity. 

Whether or not there is a history of previous 
rheumatic disease, sufficient care will elicit the 
history of previous respiratory infection in a 
significant number of cases. 

The appetite is usually poor, and the child 
may have seemed less active than before. Aside 
from these there may be no definite complaints 
in an early case. 


The temperature is usually elevated, some- 
times quite high, though it may be normal, or 
only slightly elevated, in the presence of very 
severe disease. One girl of 13 years was 
followed over a period of 3 weeks, to a fatal 
termination, during which time she never had a 
temperature of over 101, though she had all 
the signs of a fulminating infection, with arth- 
ritis, pancarditis, and pulmonitis. 

The pulse is much more constantly elevated 
than the temperature, and is probably the best 
clinical sign of the activity of the infection. 
On bed rest, it may be within normal limits, in 
the presence of an active lesion, but quickly 
becomes elevated again if the patient attempts 
anything further. Disturbances of rhythm are 
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uncommon. Extra-systoles occur occasionally. 
Auricular fibrillation is found only in patients 
with severe and longstanding disease, and is 
said to be usually indicative of an early fatal 
outcome. In my experience, the only patient 
with this lesion was still alive at least a year 
after its onset, her activity very much restrict- 
ed, under constant treatment with digitalis. 

Pallor is a striking characteristic of the child 
with active rheumatic heart disease. It may 
be marked, in the presence of only a moderate 
degree of anemia, and tends to persist as long 
as active disease is present. 

Pain over the precordium, and over the up- 
per abdomen, is not uncommon. It may be due 
to pericarditis, but, in a mild form, is some- 
times found in patients with severe disease and 
marked enlargement of the heart. 

Epistaxis is considered to be a common 
symptom, but was not in my brief experience. 
Sweating, one of the classical symptoms of 
rheumatic fever in the adult, seldom, if ever, 
occurs to a significant extent in the child. 


Any of the symptoms of congestive heart 
failure may occur. Ilowever, it must be borne 
in mind that, in the child, it is the result of 
active heart disease at the time, in practically 
all cases, and is not, as it usually is in the 
adult, the result of long standing structural 
damage and an exhausted myocardium. 


Examination of the heart reveals that it is 
enlarged downward and to the left, to a vary- 
ing extent, in practically all instances. X-ray 
examination will show that this enlargement 
involves the entire heart, and is not more mark- 
ed in one portion than another. A _ systolic 
murmur, loudest at the apex, is most often 
found, and may be one of the earliest signs 
of heart disease. Later in the disease, some- 
times months after the onset, a lowpitched 
diastolic murmur, loudest just within the apex, 
very localized and very difficult to hear, may 
appear. In the early stage of the disease, these 
are due to the wide dilatation of the heart, 
rather than to actual damage to the mitral 
valye, so that in patients who make a complete 
early recovery, they may disappear altogether. 
A diastolic murmur, loudest at the aortic or 
pulmonic area, and heard over the base of the 
heart, indicates organic disease of the aortic 
valve. It is very high-pitched in quality, and 
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may be heard better with a diaphragm than a 
bell chest piece. Sometimes it is audible ouly 
with the patient in the sitting position. More 
often than not it is accompanied by the systolic 
murmur already described. Other murmurs 
than those mentioned may be found, but they 
do not occur alone, and are of no diagnostic 
significance. 

Rheumatic pericarditis occurs alone in a 
fairly large number of cases. According to 
some authors*, it may be the earliest mani- 
festation of rheumatic disease, and be unac- 
companied by any other signs of activity. In 
such cases its presence is shown by high- 
pitched sounds, varying in time and intensity, 
heard best over the base of the heart. A syn- 
drome of pain in the upper left quadrant® 
occurring only on locomotion, has been de- 
scribed in association with this early pericarditis. 
In general, however, pericarditis has been 
found to be one of the more serious mani- 
festations, and is accompanied by all the usual 
signs of activity, though there may be no 
evidence of arthritis or valvular disease. Pain 
over the precordium or upper abdomen is 
usually present, and a definite friction rub is 
found at some stage of the attack. The presence 
of effusion is difficult to determine, as it can be 
closely simulated by a widely dilated heart. 

Rheumatic carditis may be accompanied by 
certain extra-cardiac manifestations of rheu- 
matism, which are almost never seen, except 
in its presence. The most important of these 
are subcutaneous nodules, which are of more 
prognostic than diagnostic significance, the 
heart disease which they accompany being 
usually both severe and obvious. They are 
firm, elastic feeling nodules, varying in size 
from something barely palpable to a lump 
a gentimeter or more in diameter, lying 
in the subcutaneous tissue, not attached to the 
skin. They are best found over boney promi- 
nences, as in the region of joints, over the 
vertebrae, and under the scalp, and tend to 
have a symmetrical distribution. 

Pulmonary involvement is also of more 
prognostic than diagnostic significance, as it 
occurs only with severe active heart disease. 
Clinically it produces very few symptoms ref- 
erable to the lungs, but definite signs, as 
pleural friction rubs and areas of consolidation, 
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are not uncommon. They were found in 28% 
of the fatal cases reported from the House of 
the Good Samaritan, in Boston. 

Another manifestation of rheumatic disease, 
which usually accompanies carditis, is the an- 
nular erythema first described by Lehndorff 
and Leiner?, and considered by them to be 
pathognomonic of active infection. It con- 
sists of a thin, wavy line, rather dark red in 
color, which forms crude, and often incomplete 
circles, chiefly on the trunk, but sometimes also 
on the extremities. These erythematous pat- 
terns may persist for days, or disappear within 
a few hours, to recur within the next day or 
so. In one patient such a rash appeared almost 
every afternoon around 3 o’clock, and dis- 
appeared by night. In its typical form this 
erythema is most characteristic, though it may 
be confused with some forms of urticaria. 


CHOREA 


Chorea, when it occurs alone, has nothing 
in common with the other types of rheumatic 
manifestation. The child complains of no pain, 
has no fever, and no symptoms referable to 
his heart, and there is no laboratory evidence of 
infection. It appears to be a purely functional 
disorder, and some observers® deny that it is 
in any way connected with rheumatic disease. 
It is included in this study because of the fre- 
quency with which it is either associated with 
or followed by the development of rheumatic 
heart disease. 

The first characteristic feature of chorea is 
spontaneous involuntary movements, which do 
not follow any set pattern, and which disappear 
during sleep. In the beginning, these may be 
so slight that the child is merely thought to be 
awkward or restless, but when fully developed, 
they may be so marked that the patient is en- 
tirely helpless, and so violent that they may 
cause him to injure himself. Because of them, 
the tendon reflexes are elicited only with dif- 
ficulty, and have a tendency to hang up. Speech 
becomes difficult, is not impossible. 

The second characteristic feature is muscular 
weakness, which may be so severe as to cause 
the condition to be confused with actual paraly- 
sis. Since it is sometimes much more pro- 
nounced on one side of the body than the 
other, some patients give an appearance some- 
what resembling hemiplegia. 
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The third, and often the most outstanding 
feature is a change in the disposition of the 
child. He may previously have been quite well 
behaved, but, with the onset of the disease, he 
becomes irritable, moody, and emotionally un- 
stable, frequently to such an extent that his 
other symptoms are completely overlooked by 
his family. 

Fully developed chorea offers few difficulties 
in diagnosis, but the mild form may be very 
hard to recognize. Careful examination will 
always reveal some incoordinate movements or 
uncertainty of muscular control. All actions 
are begun with some hesitation, and then carried 
out as rapidly as possible, as if in fear of some- 
thing happening to them. Speech tends to be 
explosive, with sudden difficulties. and even 
intervals of complete aphonia. If asked to 
sit absolutely still, the child may be able to 
control his twitchings momentarily, but they 
soon break through and become more notice- 
able. 

During the course of chorea, carditis and 
arthritis may appear, but their course is milder, 
and their residual damage less severe than when 
they occur independently. 


LABORATORY FINDINGS 


The laboratory has developed several pro- 
cedures which are of value in the diagnosis of 
rheumatic disease, particularly the determina- 
tion of the presence of activity. 

Examination of the blood shows a secondary 
anemia of varying degree as a constant finding. 
A moderate degree of leucocytosis is usual, 
with a corresponding shift in the Schilling 
hemogram, but this may return to normal, in 
the presence of an active infection. 

The sedimentation rate constitutes the most 
reliable index of activity. As long as it is 
elevated, the patient is best kept in bed, as other 
signs will probably appear, if he is allowed to 
be up. Correction for anemia is best done by 
measuring the distance settled at frequent in- 
teryals during the test, so that the actual rate 
of fall can be determined as accurately as pos- 
sible. Cutler® and his co-workers have shown 
that anemia influences the sedimentation rate 
only insofar as it influences the volume of the 
packed red cells at the bottom of the tube. 

It is interesting to note that the behaviour of 
the sedimentation rate in severe congestive 
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heart failure is paradoxical. In this condition 
it is usually within normal limits, often quite 
low, in spite of the fact that this is due, in 
almost all instances, to active, and severe, rheu- 
matic disease. As recovery sets in, the rate 
rises to a high figure, returning to normal 
later, when the activity has subsided, even 
though the heart may be permanently damaged. 


Cultures of the blood, and titrations of its 
complement and antistreptolysin content have 
been done, but these procedures are of no 
diagnostic value at the present time. 


The electrocardiogram is often called upon 
to help, in the diagnosis of rheumatic heart 
disease, and may be of great significance, though 
not all children with this disease show changes 
in their tracings. McGee'® states that some 
abnormality can be found in all cases, if search- 
ed for sufficiently often, and may sometimes be 
the first definite sign noted. Increase in the 
PR interval is very common, and is probably 
the most diagnostic finding. The most common 
finding in my experience was some change in 
the QRS complexes, in one or more leads. 
Other findings which occur fairly often, and 
are suggestive, though not diagnostic, are shifts 
of the RST segments, prolongation of the QT 
interval, and changes in the T wave. 


During the last few years the medical jour- 
nals have been decorated at intervals with 
pictures of a physician looking very wise and 
thoughful while listening to a child’s heart 
with an electrical stethoscope. This same in- 
terval has not been marked, so far as I could 
find, with reports of the efficacy of this in- 
strument, nor have I met anyone who regarded 
its use with sufficient enthusiasm to mention it. 
However, Lockhart"! has described, and Me- 
Kee'2, 13 has reported on the use of an in- 
strument known as a stethograph. This is 
essentially a combination of a microphone and 
a string galvanometer, so that the heart sounds 
can be visibly recorded, after the manner of 
an electrocardiograph tracing. The reports in- 
dicate that it may be of considerable interest 
to cardiologists, as a means of recording heart 
sounds, and of some limited diagnostic value, 


though only in the hands of someone who is 
familiar with it. Even in the normal individual 


it reveals more heart sounds than are audible 
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to the unaided ear, so that it would only serve 
to confuse the uninitiated. 

Radiography is of value chiefly in determin- 
ing the presence and extent of cardiac enlarge- 
ment. Because of the normal variations in the 
size of the heart, this is sometimes quite dif- 
ficult, so that some workers have developed a 
formula, for determining the probable normal 
size of the heart in a given child, but this 
has not come into general use. ‘The special 
configurations of the heart shadow which are 
typical of the different varieties of valvular 
disease in the adult are not often found in the 
child. The presence of pericardial effusion may 
be ascertained by film and fluoroscopy, but 
a widely dilated heart may simulate it in every 
detail. 


In summary, the symptoms and signs of the 
various manifestations of rheumatic disease in 
children have been discussed, and the laboratory 
aids in the determination of its presence and 
activity have been reviewed. 
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Goiter in Adolescents with Special 
Reference to Hyperthyroidism 


R. B. McKnicut, M. D., F. A. C. S., CHartorre, N. C. 


It has been tersely stated: “The calendar 
limits of childhood are a matter of perennial 
discussion in the great American home, but 
acceptable conclusions are never reached.” It 
is impossible to define the limits of that physio- 
logic process we call adolescence, or puberty, 
occurring in boys and girls ushering them into 
the mature state of the adult. This transition 
of endocrine adjustment is a personal equation 
in which there are many problems of great in- 
terest to the doctor—the incidence of thyroid 
disturbances particularly to those of us in- 
terested in diseases of the thyroid gland. 

The onset of puberty and the stage of adole- 
scence (the terms are not exactly synonymous ) 
cannot be measured in terms of age, but must 
be measured in terms of endocrine activity ex- 
pressing itself in development, or, what we call, 
approaching maturity. Not infrequently this en- 
docrine activity fails to follow what are ordi- 
narily considered established rules. In such 
instances growth and development of the body 
as a whole or of specific organs or structures 
may be inhibited, accelerated, or otherwise 
impaired. “A little light has been thrown on 
the action of the glands of internal secretion, 
but it seems improbable that their physiology 
will be as well understood as that of other 
organs and systems until methods are devised 
to measure each of the circulating hormones 
in the human body. When such tests are per- 
fected and simplified it will be possible to 
measure the amount of hormone which is 
probably acting at a given time and thus make 
clearer the action of individual glands as well 
as their effect of one upon another.” This 
statement certainly applies to the problem of 
goiter, particularly adolescent goiter, and to 
hyperthyroidism in general. We do not know 
the cause of hyperthyroidism, but it is wholly 
possible that the final answer to its etiology 
will be found in the endocrine system. 


Read before the Fifth District Medical Society of 
South Carolina, Rock Hill, S. C., May 31, 1939. 


In studying rather extensively this problem 
of adolescent goiter, my own series is not suf- 
ficiently large to warrant definite conclusions. 
I find that I must accept and follow somewhat 
closely the teaching of Hertzler, certainly in 
so far as the sequence of pathologic changes is 
concerned. His reasoning is based on a vast 
experience both as pathologist and surgeon, and 
does seem to be clear and logical. 

These nontoxic diffuse goiters are uniformily 
enlarged and cause no constitutional disturb- 
ance. The only goiter which can so behave 
is one in which there is only distention of the 
individual acini with colloid, without the 
formation of new acini or other cellular changes. 
Such goiters are found in persons not fully 
developed, and because there is no cellular pro- 
liferation, they are capable of spontaneous re- 
covery. This is the type so frequently seen in 
young girls just before or at the beginning of 
menses. Such changes are purely functional. 
We have all seen girls of ten, twelve or four- 
teen years of age with such goiters; we have 
also seen them some years later with no evi- 
dence at all of thyroid enlargement. Endocrine 
adjustment has then taken place. These goiters 
are, of course, not surgical, and it is doubtful 
if any treatment is necessary. They should 
be carefully watched, however. 

It happens that some of these patients will 
develop signs and symptoms of exophthalmic 
goiter. This means that something has happened 
inside these simple colloid goiters; small new 
follicles are forming and perhaps small papil- 
lary projections of epithelium are extending 
into the lumen of the distended acini without 
necessarily influencing the form of the goiter. 
This development is slow and insidious. Hertz- 
ler considers it advisable to discuss these 
goiters under three heads: 

1. Colloid goiter of childhood without or- 
ganic change. 

2. Colloid goiter of childhood with papillary 
formation. 
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3. Colloid goiter with acinal proliferation. 

So there are two courses either one of which 
these simple goiters may follow. They may 
undergo spontaneous recovery, with or with- 
out medical treatment. Probably most of them 
do. This will happen provided papillary for- 
mation and cellular proliferation have not oc- 
curred. On the other hand, the stage may get 
set for an actual or potential cardiotoxic goiter. 
Children, especially those unusually bright, 
may develop eye signs, nervous phenomena 
characterized more frequently by irritability 
rather than tremor, and some speeding up of 
the pulse rate. These goiters may not be dif- 
ferent on palpation, grossly or on cut section 
from the simple colloid goiters, but microscopi- 
cally papillary projections of epithelium into 
the acini are seen. The symptoms in these cases 
may regress to some extent and then remain 
stationary throughout life. In spite of the fact 
that many such goiters do regress, they are 
potentially surgical cases, although frequently 
the conscientious surgeon will be in a dilemma 
as to what to do. This will be discussed later. 
If exophthalmos is definitely present, opera- 
tion may be necessary to relieve it. Border-line 
cases with early signs of true Basedow’s disease 
are sometimes seen—usually after or in late 
puberty; they are quite rare in earlier child- 
hood. 


If regression does not take place, or does 
so imperfectly, it means new acini are forming 
and the goiter tends to merge into the nodular 
variety. In such cases hyperplasia is taking 
place, and once acinal proliferation occurs there 
can be no return to the normal. Sufficient 
nodulation may not be present to determine on 
palpation, and the appearance of the goiter 
clinically, grossly and on cut section may simu- 
late simple colloid goiter, but the histologic 
picture will tell the story. Does hyperplasia in 
itself lead to cardiotoxemia, or, must it first 
give way to degeneration? It is difficult to say— 
there are two schools of thought. It would 
seem, however, that such goiters are definitely 
surgical problems. 

Fetal adenomas are not infrequently seen in 
children and adolescents when the tumor is 
about the size of an ordinary marble. They 
are sometimes felt in the soft goiters as small 
firm nodules, and they do not recede in size 


169 


with or without medical treatment. They may 
enlarge. Hemorrhage into these encapsulated 
tumors may be severe, and they sometimes 
undergo malignant degeneration; for these 
reasons, if no others, they should be handled 
surgically. 

Hyperthyroidism is not a common disease 
in children. Just as the goiters of childhood 
develop most frequently synchronously with 
the second periodic increase in growth of the 
thyroid gland which occurs just before and 
during puberty, so is the incidence of hyper- 
thyroidism considerably greater at this adoles- 
cent time of childhood. There is a tendency 
towards exacerbations and remissions and a 
perusal of the literature will soon convince one 
of the high morbidity and mortality rates oc- 
curring in the neglected cases. On the whole, 
adolescent hyperthyroidism is progressive. 

The basic cause is unknown, and it is be- 
yond the scope of this paper to discuss the 
various theories of hyperthyroidism, except 
to mention a few in passing: Heredity un- 
doubtedly is a factor in a number of cases,and 
many of us have seen evidence of this in our 
case histories. The interrelation of the thyroid 
and other endocrines, especially the anterior 
pituitary, is significant—what little we know 
about them! Uhlenhuth, in 1936, delivered the 
Van Meter Prize Essay before the American 
Association for the Study of Goiter which sum- 
marized his experimental work on the anterior 
pituitary leading to the conclusion that there 
is a specific hormone, the thyreoactivator, ex- 
creted by the hypophysis whereby this gland 
controls the activity of the thyroid. The idea 
that the use of iodized salt may be an etiologic 
factor is questionable. There are those who 
claim that iodine medication has neither pro- 
duced hyperthyroidism nor lessened its in- 
cidence in children; others with data that seem 
indisputable, claim otherwise. Infection un- 
questionably may aggravate an existing hyper- 
thyroidism, but it cannot be seriously consider- 
ed as a cause. 


The symptoms of hyperthyroidism during the 
puberty and adolescent periods of life do not 
differ greatly from those observed in adults 
with Graves’ disease, except, perhaps, in 
severity. Practically all of them complain of 
nervousness, tachycardia and thyroid enlarge- 
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ment. The nervousness is frequently that of 
irritability or excitability; actual tremor— 
certainly pronounced tremor—occurs less fre- 
quently than it does in adults. Not all cases 
will present loss of weight, moist skin, and 
general weakness, especially quadriceps weak- 
ness. Exophthalmos and other eye signs will 
occur in 60 to 80 per cent of cases. In those 
cases where sweating and tolerance to cold 
are present, such symptoms are usually quite 
marked. Physical overdevelopment and slight 
to moderate precocious sexual development 
are not uncommon. In severe cases gastro- 
intestinal disturbances, especially diarrhea, are 
common symptoms. It should be borne in mind, 
however, that the stormy crises and upsets so 
often seen in adults with Graves’ disease are 
strikingly lacking in children and adolescents. 


The symptomatology of hyperthyroidism in 
children and adolescents is frequently fairly 
characteristic, but it may tax the keenest diag- 
nostic acumen to make a clear-cut differential 
diagnosis, or particularly to decide on the 
proper course of treatment! Lehman remarks 
in his article on hyperthyroidism in children, 
“The diagnosis is usually readily established 
if the condition is borne in mind. Nervousness, 
tachycardia, and thyroid enlargement are pres- 
ent in almost every case. If to this is added 
hyperhidrosis and heat intolerance, the diag- 
nosis is clear.” ‘True, perhaps, in children, but 
what about the adolescent girls (and less fre- 
quently boys) with endocrine adjustments try- 
ing to take place? Many of these older children 
are nervous, more or less “flighty,” restless, 
of the “skinny” type, in spite of a good ap- 
petite, their metabolism is normally elevated, 
and so on. The surgeon must decide if he is 
dealing with a functional disorder incident to 
puberty, a definite hyperthyroidism associated 
with hyperplasia of the thyroid, or some other 
condition which may give rise to one or more 
of the above symptoms, or simulate them suf- 
ficiently close to make a difficult differential 
study. Cooperation of the internist, pediatrician, 
and clinical pathologist with the surgeon is 
often necessary to secure a correct opinion. 
Among the conditions to be ruled out in estab- 
lishing a diagnosis of adolescent hyperthy- 
roidism are: the physiologic transition phase 
from childhood to maturity, simple colloid 
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goiter particularly in a high-strung type of 
youth, incipient tuberculosis, neurocirculatory 
asthenia, chorea—especially chorea in its milder 
manifestations, rheumatic heart disease as well 
as other cardiac conditions, undulant fever and 
others. Seed and Poncher have approached the 
problem of differential diagnosis by consider- 
ing the character of the usual symptoms as they 
occur in hyperthyroidism rather than discus- 
sing the various conditions hyperthyroidism 
may simulate. I shall follow the same plan. 

1. Tachycardia should be persistent and is 
expected to be associated with an increased 
pulse pressure. It must be remembered that 
the pulse rate in childhood is more rapid than 
in adults. The pulse pressure is roughly pro- 
portional to volume output of the heart per 
beat and is increased. This accounts for the 
forceful beating of the heart and prominent 
pulsation of the carotid arteries often leading 
to a diagnosis of organic or valvular heart 
disease. The same symptoms may be present 
in the functional group, but they are much 
milder, A child with a systolic pressure of 
under 120 mm. or with a pulse rate of less than 
120 beats per minute is not likely to have ex- 
ophthalmic goiter. There are undoubtedly 
border-line cases in adolescents where this 
assertion does necessarily hold. Generally 
speaking, however, I do believe that the tachy- 
cardia should be persistent in spite of the find- 
ings in Case 2. 


2. Nervousness is quite pronounced and the 
same significance attached to the fine tremor 
in adults is of less significance in adolescents. 
Their nervousness is more likely to be mani- 
fested by irritability and restlessness, they are 
not still and move about frequently—even to the 
extent that a diagnosis of chorea has some- 
times been made. Those children who give a 
life-long history of nervous instability, whose 
reactions vary from day to day and are def- 
initely influenced by external factors most like- 
ly fall in the functional group and probably do 
not have hyperthyroidism, where the nervous 
manifestations frequently occur more or less 
suddenly. 


3. Thyroid enlargement in the adolescent 
age, or younger, is of little aid in establishing 
a differential diagnosis, but it does mean that 
one must hesitate in making a diagnosis in its 
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absence. A bruit heard over the gland is help- 
ful, and will occur in about half the cases, but 
must not be confused with a carotid bruit or 
venous hum. Frequently the administration of 
Lugol’s solution will cause the gland to in- 
crease in size and firmness, probably occurring 
only in cases of exophthalmic goiter. General 
physical improvement under Lugol’s solution is 
of great significance and usually takes place 
inside of two weeks, although not necessarily 
so. 
4. It may be extremely difficult to determine 
if early exophthalmos does exist. A definite 
stare may be a begining exophthalmos, but 
there should be elevation and retraction of 
the upper lid which normally lies below the 
level of the iris. Eye signs are of such frequent 
occurrence that it is doubtful if a youth has 
a toxic goiter in the absence of such signs. In 
Helmholz’s series 80 per cent had exophthalmos 
or a stare. 


5. Loss of weight and strength may, of 
course, take place in numerous diseases, but in 
only two are they associated with a normal or 
increased appetite. These are diabetes and ex- 
ophthalmic goiter, and the differentiation should 
not be difficult. This symptom is not always 
present, for every now and then we see only 
a slight weight loss, or even an actual gain. 

6. Basal metabolic studies in suspected 
adolescent hyperthyroidism must receive in- 
dividual consideration and special attention. 
There is a decided lack of agreement on normal 
standards for children and especially during 
puberty. It is extremely difficult to get as 
satisfactory determinations as in adults, and it 
is therefore better to make several determina- 
tions on hospitalized patients. Metabolism is 
increased in the prepubescent period and reaches 
its maximum about the time menstruation is 
established in girls and sexual maturity in 
boys; afterwards it begins to decline. It has 
been found that the height and duration of this 
increased metabolism varies with nearly every 
child. Of course, metabolic studies should be 
made in every case and evaluation attempted, 
but in adolescents especially, a metabolism 
machine should under no circumstances be al- 
lowed to do our thinking for us. I do lay 
much importance, however, to a drop in metabo- 
lism after iodinization, and particularly so if 
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such a drop is accompanied by general improve- 
ment of the patient. 

7. Probably the most important factor in 
the differential diagnosis is to be found in the 
researches of Althausen of the School of Medi- 
cine of the University of California. As a re- 
sult of his studies on the influence of the 
thyroid gland on intestinal absorption he has 
devised a new clinical test for hyperthyroidism. 
This consists in the determination of the blood 
sugar, then administering galactose by mouth 
and at proper intervals thereafter making de- 
terminations of the blood sugar. A definite rise 
in the curve is indicative of hyperthyroidism. 
This study won the Van Meter Essay Prize 
at the recent meeting of the American As- 
sociation for the Study of Goiter in Cincinnati. 
Dr. Althausen kindly gave me permission to 
use this information in this paper, although 
his researches have not yet been published. 
This test seems to be remarkably accurate, 
and should be of untold value in differentiating 
real hyperthyroidism from other conditions, 
especially in adolescents. 


A word as to treatment. It is perfectly ob- 
vious that adolescent goiters are not surgical 
problems unless hyperthyroidism, proved be- 
yond reasonable doubt, is present, or, unless 
a fetal adenoma is palpable. It is also true that 
when definite hyperthyroidism is present, such 
cases should be in the hands of the surgeon. 
X-ray and medical treatment have not been 
generally successful, and I should be partic- 
ularly afraid of the former in young, growing 
adolescents. It is conceivable that there may 
be the rare case in which surgery is contraindi- 
cated. Undoubtedly the overwhelming evidence 
in favor of surgical therapy must be recognized 
by the immediate and late results of operation 
and by the testimony of the patients them- 
selves. 

The treatment of hyperthyroidism in ado- 
lescents is little different from the treatment of 
hyperthyroidism in adults. The diagnosis 
having been established, the patient should have 
proper preoperative preparation. This consists 
in lugolization, rest in bed with the administra- 
tion of sedatives if necessary, and possibly in- 
travenous dextrose and a high carbohydrate 
diet. The use of vitamin B-1 has been empha- 
sized. Checks on the metabolic rate are im- 
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portant. The most favorable time for opera- 
tion is determined by the decrease in the 
metabolic rate and the general improvement of 
the patient. I suspect I am more radical in 
thyroid surgery than some surgeons, but I 
do believe it is bettter to resect a smaller amount 
of gland than one ordinarily does in an adult. 
This, I think, is the general concensus of 
opinion, although there are those who believe 
otherwise. Local infiltration with 1 per cent 
procain, with or without paracervical block 
and with preliminary sedation, is my choice of 
anesthetic. It is frequently advisable to give 
children a general anesthetic of cyclopropane 
or nitrous oxide, but it must be remembered 
that in using the former, electrosurgery is pro- 
hibited. Some surgeons use avertin combined 
with local infiltration or nitrous oxide—oxygen. 
Ether, I firmly believe, is absolutely contrain- 
dicated. The postoperative care is no different 
from that in adults. 


CASE REPORTS AND COMMENTS 


Case 1. Miss E. M., 14, gave a history of a 
soft goiter for about three years. Her complaint 
was moderate nervousness. All her life she had been 
a high strung type of girl, quite active and a better- 
than-average student. There had been no tremors, 
no eye signs, no weight loss—only nervousness and a 
palpable soft goiter, diffusely enlarged. Basal metabol- 
ism was not determined. She had no treatment. Six 
years later, in spite of an intervening automobile 
accident in which she was rather painfully but not 
seriously injured, there is only the suggestion of 
thyroid enlargement, there are no nodules in the 
barely palpable gland and her basal metabolic rate 
is minus 6 per cent. She has no signs or symptoms of 
hyperthyroidism other than moderate nervousness. 


COMMENT. There is nothing unusual in 
this patient, and we frequently see these simple, 
soft goiters of puberty in girls. There is no 
reason why minute doses of iodine as obtained 
in foods with sufficient iodine content should 
not be given to them. This young woman is 
clinically well under no treatment at all. Did 
she have a few papillary projections into the 
original colloid filled acini followed by regres- 
sion? It is my opinion she had a simple colloid 
adolescent goiter with spontaneous recovery. 

Case 2. Miss C. Mc, 10 1 /2: When 9 years of 
age her mother noticed enlargement of the thyroid 
and took her to their family doctor, who made a 
diagnosis of adolescent goiter and advised the use 
of iodized salt. The goiter continued to enlarge and 
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the child became more nervous in the interim. When 
first seen by me she was definitely underweight 
(59 Ibs.). She did not appear to be especially nervous, 
even in a strange doctor’s office, but her mother 
said otherwise. Blood pressure was 94/78 and the 
pulse rate 84 beats per minute. There was a rather 
large diffuse soft goiter. Her basal metabolism was 
minus 14 per cent. Except for the external genital 
development which was that expected in a twelve 
or fourteen year old girl, her examination was 
otherwise negative. I made a diagnosis of pre- 
puberty colloid goiter and put her on small doses 
of Lugol’s solution, one or two minims twice daily, 
with instructions to return in three or four weeks. 

She returned six months later with all the signs 
and symptoms of hypothyroidism. Her weight was 
90 pounds, the lips thickened, she had a rather stupid 
expression, and so on. Her mother said she had 
become lethargic and disinterested in her play and 
school work. She still had her goiter and her basal 
rate. was minus 22 per cent. Small doses of des- 
sicated thyroid were prescribed and she was again 
sent to her home (about 50 miles away) with in- 
structions to return in two weeks for observation. 

I did not see her again until four months later 
when she returned with obvious Graves’ disease. 
Exophthalmos was marked, tremor of the extended 
fingers slight but definite and she was extremely 
nervous and quite irritable. Her pulse rate was 
from 85 to 90 and consistently so! Blood pressure 
was 110/76 and her weight 64 pounds. Basal metabol- 
ism was checked at plus 35 per cent. Subtotal thy- 
roidectomy was performed under nitrous oxide— 
oxygen anesthesia, removing about three-fourths of 
each lobe. At operation the gland was found to be 
symmetrically enlarged approximately three times 
the normal size and had the typical “beefy” ap- 
pearance of toxic diffuse goiter. Convalesence was 
entirely uneventful, and she was dismissed from 
the hospital on the fifth postoperative day. 

The pathologist’s report: “The cut surface of the 
gland is homogeneous. Colloid material is practically 
absent. The gland is, grossly, typical of Graves 
disease. Microscopically there is practically no col- 
loid in the entire gland. The sections show immature 
alveoli and circumscribed group of lymphoid cells.” 

Subsequently she has shown continued improve- 
ment. A year after operation her exophthalmos 
had disappeared. She has done good work in school 
and seems to be a normal child. Three years later 
she remains well. Her menses have become establish- 
ed, and adolescence is progressing normally. 


COMMENT. Here is a patient who started 
off with a simple colloid goiter of childhood 
and went through various phases of thyroid 
disturbances. What other endocrine imbal- 
ances have been at work and what influence 
medication had upon them, is difficult to say. 
Under Lugol’s solution in very small doses, 
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she became markedly hypothyroid. Then under 
small doses of dessicated thyroid. she became, 
in four months, markedly hyperthyroid. I did 
not have the opportunity to observe this pa- 
tient at the frequent intervals she should have 
been seen; otherwise it is likely that both 
extreme states could have been avoided. She 
was operated on for a typical Graves’ disease 
and made a complete recovery. It is interesting 
to note that the pulse rate was never increased, 
nor was the blood pressure abnormally elevated. 
She did have, however, a slightly increased 
pulse pressure over that when first observed. 

Case 3. Miss H. B., 13 1/2 was seen with an 
attack of acute appendicitis and operated upon. Dur- 
ing the course of her examination a soft diffuse 
moderate enlargement of the thyroid was noted. 
Due to the urgency of the condition (she had a 
gangrenous appendix) further studies including 
metabolism were not done. She recovered normally 
from her appendectomy and for two years had no 
symptoms even remotely suggesting hyperthyroidism 
other than slight enlargement of the thyroid. She 
was in every respect a normal, healthy, stable, and 
care-free girl. She married at the age of 16, two 
years ago, and now has two children, the younger 
one being two months old. For the last four months 
she has complained of choking sensations, consider- 
able enlargement of the goiter, and markedly in- 
creased nervousness not relieved by parturition. 
There was no evidence before, during or immediately 
after her first pregnancy of hyperthyroidism. Now 
she has the appearance of definite hyperthyroidism, 
tachycardia, extreme nervousness, tremor, and en- 
largement of the goiter. There is a definite stare. 
She has not reported for basal metabolic studies, 
but regardless of what such study may show, I 
know she has a toxic diffuse goiter and will undergo 
thyroidectomy at an early date following preparation. 

COMMENT. A definite nontoxic goiter of 
puberty in a girl who married young and at 
her second pregnancy became a toxic diffuse 
goiter. Why did she become hyperthyroid dur- 
ing here second pregnancy and not during her 
first? What endocrine upheaval took place dur- 
ing the second pregnancy and not during the 
first to transform a simple colloid goiter of 
childhood, or possibly a quiescent goiter, into 
one certainly toxic? We must know more about 
the endocrine system before this question can 
be answered! 

Case 4. L. B. is a 15 year old mountain boy who 
recently underwent thyroidectomy for a toxic diffuse 
goiter. A year ago he was seen in a clinic in Western 
North Carolina by another physician who made a 
diagnosis of toxic goiter and advised the boy to 
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take Lugol’s solution in ten minim doses thrice 
daily. This he did for about six months with con- 
siderable improvement and then discontinued the 
drug. Recently he again appeared at the clinic with 
symptoms even more marked than before. The 
physician advised his father to bring him to me in 
Charlotte. His complaint was increasing nervous. 
ness and tachycardia. When about twelve years of 
age he noticed that he was becoming more nervous. 
Approximately a year before that he noted a swell- 
ing in his neck and thinks that in all likelihood 
there had been some enlargement even earlier. He 
had lost about fifteen pounds in weight in spite of 
a good appetite, there was hyperhidrosis, he could 
stand cold much better than formerly and “felt his 
heart beat all the time.” Examination revealed a 
slender boy with a definite stare, a large pulsating, 
diffuse, smooth goiter with a bruit, fine tremor of 
the extended fingers and a pulse rate varying be- 
tween 110 and 140 beats per minute—consistently 
so. He was very restless and would not sit still. 
Blood pressure was 140 /78. The external genitals 
were well developed for a boy his age. Basal 
metabolism was checked at plus 65 per cent. 

He was hospitalized and kept at rest in bed under 
mild sedation. Lugol’s solution was given in large 
doses. (Twenty minims thrice daily by mouth and 
forty minims daily by proctoclysis) Intravenous 
glucose was also administered. After three days his 
improvement was so marked that I considered it 
safe to proceed with thyroidectomy. This was done 
under local infiltration anesthesia with preliminary 
sedation. On cut section the gland had the typical 
“beefy” appearance of exophthalmic goiter. The 
pathological report was typical Graves’ disease. He 
had an extraordinary smooth convalesence, and on 
the third postoperative day he voluntarily said: 
“Doctor, I feel better than I have in many months.” 
He was dismissed to return home the seventh post- 
operative day. He has not returned for a check-up 
but reports that he is doing fine, feels good, and that 
the wound has practically healed. 


COMMENT. It was difficult to get a good 
history on this boy. I do not know exactly how 
long he had his hyperthyroidism, but I do 
know that he apparently had a symptomless 
goiter for over a year before the fairly sudden 
onset of nervousness. Yet, with the rapid 
pulse, the wide pulse pressure, the height of 
the basal metabolic rate, the increase in systolic 
blood pressure, and the extreme nervousness, 
he did not appear to be a very sick boy. This 
is in keeping with the observations of those 
who have seen more exophthalmic goiters in 
adolescents than I, that the crises and stormy 
periods so often seen in Graves’ disease in 
adults are strikingly lacking in children. His 
rapid improvement under huge doses of Lugol’s 
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solution is also in line with the belief of those 
who advocate quick lugolization. His findings 
are in sharp contrast with those of the little girl 
in Case 2. I have never had a severe case of 
toxic diffuse goiter who had a smoother con- 
valesence. 

Case 5. Miss V. S., 15, was seen by her family 
doctor two years before because of moderate thyroid 
enlargement and malaise. She was not particularly 
nervous, had no eye signs and had lost no weight. 
He discovered that she ran a slight afternoon rise 
in temperature, 99° to 99.3° F. The chest was clinical- 
ly negative and she had no cough. X-ray examina- 
tion revealed a suggestive spot in the apex of the 
left lung, but was not absolutely positive. She was 
put to bed for six months during which time she 
improved and gained weight, but the slight after- 
noon temperature rise persisted. A consultant sug- 
gested undulant fever from his study of the X-ray 
plates. The agglutination tests were negative, but a 
guinea pig innoculation was positive. She was given 
specific treatment, but the temperature rise con- 
tinued. Nervous symptoms appeared. A second con- 
sultant went over her carefully and said he could 
find nothing wrong, to forget about it, stop taking 
her temperature and let her alone. Four months 
ago she returned to her family physician, much more 
nervous, and for the first time he noticed definite 
eye signs in the form of a stare. Her basal metabolic 
rate was plus 30 per cent. She improved rapidly under 
iodine. The rate was checked after three weeks and 
was plus 13 per cent and for the first time she had 
no afternoon rise in temperature. She was referred 
to me for thyroidectomy. 

Examination revealed a rather tall slender girl 
of 15 who had a definite stare. The thyroid was 
diffusely enlarged and seemed firmer than the usual 
soft goiter of adolescence. She was nervous, but 
hardly more so than would be expected of a young 
girl at this time of life. There was a very slight 
tremor. The pulse was consistently around 100 
beats per minute. Blood pressure was not elevated. 
She was the largest and youngest of three sisters. 
One would hardly call her precociously developed, 
but the breasts and external genitalia were what one 
would expect in a seventeen or eighteen year old 
girl. Basal metatabolism was still plus 13 per cent. 

Subtotal thyroidectomy was performed under cy- 
clopropane anesthesia, about three-fourths of each 
lobe being removed. Convalesence was entirely un- 
eventful, and she was dismissed from the hospital 
the sixth postoperative day. After a month she is 
entirely well and says she feels better than in years. 

The pathological report is interesting: “Grossly 
there is nothing striking, nor is there anything 
suspicious on cut section other than simple colloid 
goiter. Microscopically the acini are filled with 
acidophilic colloid and lined with flattened epi- 
thelial cells. Jn a few acini are seen papillary pro- 
jections extending into the colloid filled acini.” 
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COMMENT. This patient must be con- 
sidered as a border-line case and one presenting 
difficulties in diagnosis, certainly so until her 
family doctor, who knew her well, noticed the 
stare. There were no other signs suggesting 
hyperthyroidism except the moderate thyroid 
enlargement. The sharp decline in basal 
metabolism, the rapid general improvement 
and the diseappearance of the afternoon 
temperature rise under Lugol’s solution are 
significant. It is my opinion that this was final 
proof, clinically, of the existing condition. The 
expert’s diagnosis, or suggestion, of undulant 
fever is interesting. Foshay tells me that un- 
dulant fever can simulate hyperthyroidism as 
well as other conditions. I have had no ex- 
perience with chronic undulant fever and know 
very little about it. But it would seem that it is 
a condition to be considered in making a dif- 
ferential diagnosis. The pathological report 
places this patient in the second group suggested 
by Hertzler, those colloid goiters showing papil- 
lary projections into the colloid distended acini. 
The microscopic pictures are perfectly typical 
of those he so well describes. It has long been 
recognized that incipient tuberculosis is a con- 
dition to be considered in making a differential 
diagnosis of hyperthyroidism. This girl may 
have had it, but it is doubtful. The result of this 
operation certainly justified the thyroidectomy. 
This case is presented as an ideal one showing 
the difficulty in making a differential diagnosis, 
especially an early one. 


SUMMARY AND CONCLUSIONS 


It would seem that hyperthyroidism in child- 
ren during puberty and adolescence presents 
somewhat different problems from those in 
earlier childhood and adults. In all likelihood 
the endocrine adjustments peculiar to this time 
of life bringing about the more or less familiar 
transitions, are responsible for such differences. 


Generally speaking, these patients are not as 
sick as adults frequently are; the nervousness 
is of a different type; the tremor is of less 
significance ; eye signs are probably more signif- 
icant; the basal metabolic determinations are 
less reliable, especially in doubtful cases; the 
physical findings may not hold to any fast 
rule—for example, the girl in Case 2 who had 
a slow pulse and normal blood pressure with 
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a basal metabolic rate of plus 35 per cent, 
marked nervousness, weight loss, and striking 
exophthalmos. 

Constant findings in my small series were 
eye signs (either frank exophthalmos or a 
stare), nervousness, and advanced sexual de- 
velopment. In none of the cases would the 
sexual development be called exactly preco- 
cious, yet in all such development was two to 
four years in advance of what one would ex- 
pect for children their age. 

The diagnosis should not be difficult in the 
more advanced cases, but in the earlier and 
border-line cases, it may be extremely difficult. 
There are more conditions to be ruled out than 
in adults or younger children. 

It is doubtful if toxic nodular goiter (fetal 
adenoma excluded) capable of clinical diag- 
nosis occurs in patients so young. 

The treatment, provided hyperthyroidism is 
proved, is surgical, 
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CORRESPONDENCE 


June 5, 1939. 
Dr. Edgar A. Hines 
Editor Journal of S. C. Medical Association 
Seneca, S. C. 

It has come to my knowledge that some 
question has been raised as to professional 
ethics in the advertisement I ran in last Wednes- 
day’s State for The Myrtle Beach News, in 
which a statement of Dr. Jennings and his 
photograph appeared. If there was anything 
unethical about it, | am solely to blame. Dr. 
Jennings gave me this statement to be used 
along with those of other health officials in 
a large advertisement to appear in some of the 
daily papers, explaining the infantile paralysis 
situation at Myrtle Beach. This plan fell 
through for the reason that it was impossible 
to contact some of these health officials. Later 
1 decided to run an advertisement in The 
State’s special Beach section and to use the 
statement of Dr. Jennings. I did this in 
perfect innocence, having no idea that anyone 


would consider it unethical. It was certainly 
not my intention to embarrass Dr. Jennings 
in any way. He and I have been friends of 
too long standing. I know that Dr. Jennings 
would be the last physician in the state to 
do anything unethical, and I would be the 
last person in the state to do him an injury. 

I should like to say that, while I do not feel 
that I was violating a confidence and the mat- 
ter of professional ethics did not occur to me, 
Dr. Jennings did not know that this advertise- 
ment would appear as it did nor that his picture 
would be used with it. Nor did anyone at 
Myrtle Beach know anything about it. I and | 
alone am responsible and am perfectly willing 
to assume that responsibility. 

I hope this will set the matter straight in the 
minds of those who are so little acquainted 
with Dr, Jennings as to imagine that he could 
be guilty of anything unethical. 

W. G. Hazel, 
Publisher, The Myrtle Beach News 
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PRESIDENT’S MESSAGE 


Douglas Jennings, M. D., 
Bennettsville, S. C. 


When the medical profession is assailed 
from both within and without our ranks by 
government officials, lesser members of the 
“brain trust”, editors, laymen and even in 
some cases by physicians themselves ; when the 
public is more or less constantly being told in 
one way or another of the inadequacy of the 
medical care which they receive ; when legisla- 
tion actuated by political motives rather than 
public health is being rushed through, it would 
seem that organized medicine has a great and 
wonderful opportunity at this time (right 
now) to control its own destiny and to firmly 
entrench itself for the fight which is not com- 
ing but which is here. In many other states 
the effort is being made to arouse public opinion 
and to so fight the Wagner bill or the national 
health bill—‘‘so called”—but we here in South 
Carolina are doing little to defend ourselves. 
Our answer to those who are advocating 
governmental control of medicine must be an 
aroused profession, thoroughly organized, pro- 
viding the public with the facts and the analysis 
of the import of the government’s program 
which they would otherwise not get; for an 
informed nationwide, intelligent public opinion 
can and will control this menace. 

As for organization, the South Carolina 
Medical Association has made great strides in 
the past few years more particularly in the 
past year during Doctor Des Portes’ admini- 
stration, in bringing into organized medicine 
many of those heretofore unaffiliated and 
therefore uninterested. There yet remains some 
several hundred doctors in South Carolina 
who are not members. Since it seems that we 
cannot bring them in by persuasion, we must 
make things so interesting that they will be 
drawn in. 

The answer to charges of inadequacy of 
medical care lies in the willingness and the 
ambition to learn more about medicine, to 


Read before the meeting of the officers of the 
State Medical Association, officers of County and 
District Medical Societies and committee members 
of the State Medical Association, Columbia, S. C., 
June 12, 1939. 


teach more about medicine and to practice 
hetter medicine. We must be constantly seek- 
ing to improve ourselves in scientific knowledge 
and developments and passing this informa- 
tion out to our less fortunate brothers. The 
medical society is the medium through which 
this must be done. Some of our larger organi- 
zations, notably the Columbia, Greenville, and 
the Charleston societies and the Piedmont 
Post-graduate Clinical Assembly, are show- 
ing the way. Some provisions must be found 
for extending this good work into the smaller 
counties and districts. 


When first class adequately trained young 
men are graduated into the profession of South 
Carolina; when the older men as a whole are 
organized and continually striving to better 
themselves in the art and science of medical 
practice and when the public is thoroughly 
informed of what we are doing and can do 
and will do for their welfare we shall cease 
to be criticised and will hear no more charges 
of inadequacy of medical care. 


No plan for providing adequate medical care 
in South Carolina can omit the state owned 
medical college upon which the commonwealth 
must depend for her physicians. We must 
continue to work unceasingly, not sporadically, 
for adequate annual state support of that in- 
stitution. Thus will medical education be im- 
proved. 

The third point in my suggested program is 
that which is referred to as a “new” activity. 
When the people of South Carolina are in- 
formed of what we are doing and want to do 
for their welfare and benefit it will beget their 
understanding and sympathetic cooperation 
rather than criticism of the medical profession. 
Then too, an informed public will be a great 
stimulus to doctors to keep up affiliation with 
organized medicine. The light of intelligence 
will ultimately weed out the undesirables. In- 
active and unaffiliated doctors are an obligation 
on the rest of the medical profession. The lives 


_and the health of the people are dependent upon 


the physician, whether he be competent or not, 
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and it is up to us to make him competent or to 
limit his activities. 
We can best protect ourselves and the public 


from the incompetent physician by a carefully 
executed plan of ethical publicity. Through 
such publicity we can lead the public to the 
ethical and competent doctor; we can inform 
them of public health, disease prevention, how 
to live longer of cancer, syphilis and in 
maternal and infant welfare; and last but by 
no means least, we can let the public know of 
our attitude, even bring about a realization and 
an appreciation of our attitude toward state 
or socialized medicine. 


The program then of which you have heard 
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much and probably read some in the public 
press consists principally of : 

1. A first class medical school, adequately 
supported by the state, training the highest 
type of physicians for practice in South Caro- 
lina. 

2. A live medical profession, continually 
striving to improve itself in the art and science 
of medicine and translating new developments 
and scientific advances into the health and well 
being of the people. 

3. A public thoroughly informed on our 
plans and purposes and of what the medical 
profession is doing and will do, with their co- 
operation, to improve medical care in South 
Carolina. 


TRICHOMONADS IN 
THE VAGINAL SMEAR 


CONVENIENT ¢ SIMPLE ¢ EFFECTIVE 


Complete information on request 


IN THE OFFICE TREATMENT FOR 
TRICHOMONAS VAGINITIS 
Wyeth’s Compound 
Silver Picrate Powder and the supple- 
mentary use of twelve Silver Picrate 
Vaginal Suppositories usually result in 
complete remission of symptoms of 
trichomonas vaginitis and the disappear- 
ance of trichomonads from the smear. 


JOHN WYETH & BROTHER, INC. ¢ PHILADELPHIA, PA. .:. WALKERVILLE, ONT. 
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MEETING OF COUNTY SOCIETY OFFICERS WITH 
STATE COMMITTEES A GREAT SUCCESS 


On June 12 at Columbia pursuant to the 
call of President Douglas Jennings there was 
an assemblage of the officers of the State 
Medical Association together with officers of 
county and district medical societies and mem- 
bers of the committees of the State Medical 
Association to consider a unified program of 
organized medicine suggested by the President. 
Approximately one hundred physicians re- 
sponded to this call and Dr. Jennings sub- 
mitted his recommendations as outlined else- 
where in this issue of the Journal. The meeting 
was a most enthusiastic one and there was 
a feeling expressed by a number of speakers 
that a new day had dawned in certain phases 
of the relationship of the members of the 
South Carolina Medical Association to the 
public. 

Among the speakers who voiced this feeling 
were Dr, Robert Wilson, Dean of the Medical 
College; Dr. Kenneth Lynch, past President 
of the Association; Dr. Robert Wilson, Jr., 
newly appointed Chairman of the Committee 
on Scientific Work; Dr. William Weston, Jr. ; 
Dr. Walter Vest, President of the Southern 
Medical Association and the Secretary-Editor 
of the State Medical Association. 

In due time the entire list of State commit- 


tees will be published but it is important that 
the names of the Chairmen be submitted for the 
information of the entire profession of the 
state. All of these men desire to keep in close 
touch with the membership as the enlarged 
program of the Association begins to function. 


Committee on Scientific Work, Dr. Robert Wilson, 
Jr., Charleston 


Committee on Public Policy and Legislation, Dr. 
J. McMahan Davis, Columbia 


Committee on Public Health and Instruction, Dr. 
H. Grady Callison, Columbia 


Committee on Medical Economics, Dr. 
Doughty, Columbia 

Committee on Necrology, Dr. 
Lancaster 


Committee on Maternal Welfare, Dr. 
Seibels, Columbia 

Committee on Control of Cancer, Dr. F. E. 
Kredel, Charleston 

Committee on Study and Control of Syphilis, Dr. 
J. E. Boone, Columbia 

Committce on Public Relations, Dr. 
Weston, Jr., Columbia 

Committee on Historical 
Waring, Charleston 

Committee on Medical College of the State of 
S. C., Dr. L. M. Stokes, Walterboro 

South Carolina Cancer Commission, Dr. K. M. 
Lynch, Charleston 

Committee to represent State Medical Association 
at 150th anniversary of the Medical Society of South 
Carolina (Charleston County), Dr. William Weston, 
Sr., Columbia. 


G@ 


C. W. Morrison, 


Robt. E. 


William 


Medicine, Dr. J. I. 
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ANNOUNCEMENT OF PROGRAM PIEDMONT POST 
GRADUATE CLINICAL ASSEMBLY, ANDERSON, 
S. C., SEPTEMBER 19, 20, 21 


One of the significant developments all over 
the country is that of post graduate medical 
education, particularly of the extension type 
of teaching where the professors of medical 
schools are brought direct to the busy doctor. 
For some years this has been the objective of 
the clinical assembly at Anderson and is now 
listed by the American Medical Association as 
such. 

The prospectus for this year’s Assembly 
presents some extraordinary features. First 
of all the faculty has been considerably en- 
larged and additional distinguished professors 
added thereto. Each year one or more special 
themes have been stressed and at the coming 
Assembly cancer will be one of the important 
themes to be presented. 

As in the past the Southeastern Surgical 
Congress will cooperate with the Assembly 
by putting on the surgical part of the pro- 
gram but many other branches of medicine will 
be included in order that the general practi- 
tioner as well as the specialist may be amply 
repaid for any trouble involved in attending 
the Assembly. Some of the invited guests on 
the surgical program are as follows: Dr. Hayes 
Elmer Martin, Surgeon at the Memorial Hos- 
pital, New York; Dr. J. Shelton Horsley, 
Surgeon in Chief, St. Elizabeth’s Hospital, 
Richmond, Virginia; Dr, LeGrand Guerry, 
Surgeon, Columbia, S. C. 

For the first time the Assembly will under- 
take an extensive presentation by pathologists 
of outstanding reputation throughout the 
country as follows: 

Dr. Roy K. Kracke, Professor of Pathology, 
Emory University, Atlanta, Georgia. 

Dr. Kenneth M. Lynch, Professor of 
Pathology, Medical College of the State of 
South Carolina, Charleston, S. C. 

Dr. T. R. W. Wilson, Pathologist Greenville 
General Hospital, Greenville, S. C. 

Dr. E. R. Pund, Professor of Pathology, 
University of Georgia, School of Medicine, 
Augusta, Georgia. 

Dr. E. B. Saye, Pathologist, Spartanburg 
General Hospital, Spartanburg, S. C. 

The Assembly has always given special con- 
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sideration to internal medicine, pediatrics and 
public health. The invited guest speakers in 
these branches are as follows: Dr. W. Lloyd 
Aycock, Assistant Professor of Preventive 
Medicine and Hygiene, Harvard Medical 
School, Boston, Massachusetts; Dr. V. P. 
Sydenstricker, University Hospital, Professor 
of Medicine, Augusta, Georgia; Dr. Robert 
Wilson, Jr., Associate Professor of Medicine, 
Medical College of the State of South Carolina, 
Charleston ; Dr. James M. Northington, Editor 
of Southern Medicine and Surgery, Charlotte, 
N. C.; and Dr. Angus Murdoch McBryde, As- 
sistant Professor of Pediatrics, Duke Hospital, 
Durham, North Carolina. 

The above advance information is presented 
now in order that the members of the As- 
sociation may make their plans accordingly. 
The time selected has been most fortunate, just 
at the close of the vacation season and just 
before the medical schools open and at a time 
when the climatic conditions in the Piedmont 
are usually ideal. 


DR. LEGRAND GUERRY HONORED 


A bronze bust of Dr. Guerry was presented 
to the Columbia Hospital by a group of his 
friends on the evening of June 1. Presenta- 
tion was made by Dr. Reed Smith of the 
University of South Carolina who also made 
the address. Mr. W. Smedes Hendley, Chair- 
man of the Board of Trustees of the hospital 
accepted the bust. Two of Dr, Guerry’s grand- 
sons, LeGrand Guerry, 3rd, of Columbia and 
Walter Newton, Jr., of Bennettsville had the 
honor of unveiling the bronze bust during the 
presentation. Prior to this the sculptor, Ivan 
Tregor, made a brief talk. Mr. C. Y. Reamer 
as Chairman of the Committee in charge of 
arrangements extended an invitation to all 
of the doctor’s friends, and doctors and nurses 
to attend the exercises. 

As was brought out at the exercises of the 
unveiling of the bust Dr. Guerry has had in- 
numerable honors conferred upon him through- 
out his long and successful career but when 
the ‘story of appendicitis is concluded Dr. 
Guerry’s name will stand high on the roll of 
pioneers in connection therewith. He has 


contributed largely to the spectacular progress 
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of American surgery along many lines but we 
wish to recall here that his Presidential Address 
delivered before the South Carolina Medical As- 
sociation at Anderson, April 15, 1908, on the 
Great Black Plague was also a pioneer effort, 
for his recommendations embodies many of 
the plans for the control of Syphilis in which 
the entire nation is engaged at the present 
time. 


American medicine has been greatly enriched 
by the contributions of Columbia physicians and 
surgeons and Dr. LeGrand Guerry stands easily 
as one of the most brilliant of these men. Many 
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great surgeons fail to perpetuate their achieve- 
ments through the training of young men to 
carry on after the master’s career has ended 
but not so with Dr. Guerry for one of his 
splendid contributions is along this very line. 

Columbia has had a phenomenal growth as 
a medical and surgical center with the ever 
increasing facilities for hospitalization. Dr. 
Guerry’s skill and influence have been important 
factors in this enviable development. It is 
most fortunate that the good doctor at the 
height of his fame is in good health and with 
many more years of usefulness and happiness 
in the offing. 


ADDITIONAL REPORT ON 
POLIOMYELITIS IN CHARLESTON 


J. I. Waring, M. D., 

Assistant Editor, Journal S. C. Medical As- 
sociation, Assistant Professor of Pediatrics, 
Medical College State of S. C., 
Charleston, S. C. 


Since the last issue of the Journal, there 
has been a decided decrease in the amount of 
poliomyelitis in and about Charleston. Up 
to June 21 there had been only 23 new cases 
reported, 11 of these in the city and 12 in the 
county, as compared with 26 city and 30 county 
cases for the month of May. Except for two 
or three cases, all of the county cases have 
occurred within about ten miles of the city, and 
especially in two localities on James Island. 
Health authorities consider that the trend is 
definitely toward improvement in the state 
of the epidemic, and have relaxed some of the 
restrictions imposed on the public. 

In the way of treatment no positive state- 
ment can be made as to the value of any drug 
or method. One physician who has used 
Neoprontosil in a number of cases strongly 
suspected of being poliomyelitis, but without 
positive substantiation, feels that the drug may 
have distinct value in the way of prevention of 
the development of the full course of the 
disease and of prevention of paralysis. In the 
hospital sulfapyridine, sulfanilamide, and other 
drugs have been used, but there is still doubt 
as to their value. 


Since the last report, several cases have been 
definitely benefitted by the respirator. One 
colored boy, aged 10 years, developed paralysis 
of all extremities, diaphragm, and lower inter- 
costals. Breath sounds were scarcely audible. 
When put in the respirator his improvement 
was immediate. He has now been in the ap- 
paratus for 15 days, and shows some return 
of function of the muscles of respiration. He 
can breathe without help from the respirator 
for 15 or 20 minutes, but usually develops 
headache and has to return to the machine 
quickly. 

A white girl, aged 11 years, developed 
paralysis of the muscles of respiration at 
Barnwell, and was brought to Charleston safe- 
ly by virtue of the administration of artificial 
respiration during the whole trip. She was 
immediately put into a respirator, with prompt 
relief. However, after 17 days, she is unable 
to breathe at all without the help of the machine, 
but is comfortable, with good color and pulse. 

Whatever may be the final outcome in these 
cases, they have both been immensely relieved 
and made comfortable by the respirator, Other 
cases less far advanced in respiratory paralysis 
have also been much relieved, and it seems 
likely that patients who are given early benefit 
of the respirator, before paralysis has pro- 
gressed far, will stand a much better chance 
of gradual recovery of function and eventual 
independence of the apparatus. When cardiac 
irregularity has developed, no benefit has been 
derived from the respirator. 
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SURGERY 


WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 


“ALLERGIC MANIFESTATIONS WITH 
INJECTION TREATMENT OF 
VARICOSE VEINS” 


The injection of sclerosing solutions has a 
definite place in the treatment of varicose veins. 
Deaths resulting from it are very rare. With 
proper technic embolism, sloughing, and ful- 
minating phlebitis can be reduced to a mini- 
mum. However the complication of allergic 
reactions is little thought of and accordingly 
not properly guarded against. Dr. Harold 
Shelley calls attention to this hazard and re- 
ports a death as a result of it, (J. A. M. A. 
112:1793 May ’39). 

Sugar and sodium chloride solutions may 
contain impurities and in this respect are not 
free from this danger. However reactions from 
their use should be rare and of minor degree. 
Salicylism and even urticaria may follow the 
use of sodium salicylate for injecting vari- 
cose veins. Quinine, when used as a solution of 
quinine and urethrane, not infrequently is 
followed by urticaria or dermatitis; in a pa- 
tient sensitive to quinine a generalized urticaria, 
associated with severe asthma, may develop. 

Sodium morrhuate is one of the most com- 
monly used preparations. As it is impossible 


to remove all nitrogenous materials contained 
in cold liver oil, it is not surprising that it may 
cause a variety of allergic reactions. Among 
these are erythematous or urticarial mani- 
festations of the skin, gastrointestinal dist- 
turbances with abdominal pain and diarrhoea 
appearing shortly after injection, and collapse 
with cyanosis and loss of consciousness. The 
author adds the condition of irritation and in- 
flammation occurring over veins previously in- 
jected. 

Sensitivity may develop during treatment, 
however such reactions are more likely when 
an interval of time has elapsed between series 
of injections. There is no satisfactory way of 
being certain of preventing these allergic re- 
actions. Intradermal tests are of value, but do 
not form a complete safeguard. In injections 
of the veins a small amount of the solution 
should be given at first, and the dose gradually 
increased. On resumption of treatment started 
with sodium morrhuate, it may be well to 
change solutions. 

In the death reported by the author the 
material injected was monoethanolamine oleate. 
This is a synthesized chemical and for this 
reason the possibility of its containing nitro- 
genous material was theoretically eliminated. 


OBSTETRICS AND GYNECOLOGY 


J. D. GUESS, M.D., GREENVILLE, S. C. 


THE A. M. A. CONVENTION 


‘The annual exhibition of the American Medi- 
cal Association was as colossal as ever. To 
say that it was colossal is no exaggeration of 
fact, for it was big in every way—attendance, 
scientific exhibits, commercial exhibits, scien- 
tific assemblies, business transacted by the 
house of delegates, social functions, and related 
activities. 

No one could begin to take it all in. One 
could have well spent all his time in either the 


scientific exhibition hall or in that of the com- 
mercial exhibits. Those who sat in the house 
of delegates were in almost continuous session. 
The members of the various American Speciali- 
zation Boards had their time fully occupied 
with the business of their respective boards, 
and the many candidates for certification by 
one or the other of these boards were occupied 
first with their examinations and after these 
were over they found themselves in many 
instances drained and exhausted mentally and 
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emotionally, so that they could not feel interest 
in any thing until after recuperation. 

The editor was particularly interested in the 
work of the American Board of Obstetrics 
and Gynecology, and in the sessions of the 
section on obstetrics and gynecology. 

Examinations for certification as specialists 
in obstetrics and gynecology began on Satur- 
day preceding the opening of the house of 
delegates, and they were not completed until 
the following Tuesday night. Two hundred and 
fifty-five applicants had been invited to take 
the examinations. Of these only nine per cent 
failed, a lower incidence of failures than had 
ever occurred before in the history of the 
Board. Thirty-three states and several Canadian 
provinces were represented. There were several 
women, but the majority of the applicants 
were men who had only recently finished their 
training. Thirteen per cent of those who had 
limited their practices for ten or more years 
failed. ‘This is an indication of the kind and 
severity of the examinations and the attitude 
of the Board toward the necessity for ade- 
quate training before specialization. It is hard 
on those who fail to receive certification, but 
it makes certification worth something to those 
who receive it, and makes of it a valuable in- 
dex of ability when doctor or patient is seek- 
ing a qualified man in territory where he has 
had no opportunity to know personally the 
various men available. 

The sessions of the section on obstetrics 
and gynecology were well attended, and the 
program was well arranged and highly instruc- 
tive. The influence of hypo and hyperthroid- 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ism on pregnancy was discussed in the papers. 
The effects upon the infant of various anal- 
gesics frequently used during labor was dis- 
cussed in two papers. The important sub- 
ject of treatment of uterine retrodisplacements 
was ably presented. Post-operative care of 
the bladder was another important subject con- 
sidered. 


These were the papers which the editor 
found most interesting, but there were a num- 
ber of other papers which should be carefully 
read when they appear in the Journal. 

In the sectional scientific exhibits, the most 
interesting thing to the writer was a_beauti- 
fully conceived and skillfully executed motion 
picture study of the production, physiologi- 
cal effect upon the ovaries of several laboratory 
animals and upon those of woman, and finally 
the clinical application of blood serum from 
pregnant mares. This serum contains prolan 
and is a chorionic hormone, similar to A. P. L. 
substance (Antuitrin-S, Amniotin, et cetera). 
It has, however, several important differences. 
It is not excreted by the kidneys and so does 
not appear in the urine. It does produce fol- 
licle growth, ovulation, and corpus luteum 
formation in woman as well as in laboratory 
animals. 


When the safety of this substance has been 
demonstrated, it would seem that it will be a 
potent agent in treating sterility due to failure 
of ovulation or aspermatorrhea (it stimulates 
spermatogenesis in the male) and in controlling 
menometrorrhagia due to deficiency of pro- 
gestine. 
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PUBLIC HEALTH 


By DR. B. F. WYMAN, M.D., CoLumBia, S. C. 
DIRECTOR OF RURAL SANITATION, STATE BOARD OF HEALTH 


The following article, prepared by Doctors 
George E. Bennett, Associate Professor of 
Orthopedic Surgery, and Robert W. Johnson, 
Jr., Associate in Orthopedic Surgery, of the 
Johns Hopkins University School of Medicine, 
Baltimore, Maryland, is the introduction to 
Public Health Bulletin No. 242, entitled “Care 
During the Recovery Period from Paralytic 
Poliomyelitis,” by Doctors Henry O. and 
Florence B. Kendall, of the Children’s Hospital 
School, Baltimore, Maryland. 

“The disease attacks the nerve cells in the 
anterior horn region of the spinal cord where 
are located the large motor nerve cells inner- 
vating the distant skeletal muscles of trunk 
and extremities. These cells and these cells 
alone of the body are seriously attacked and 
destroyed by the virus. The sensory nerve cells. 
are never seriously affected by the disease, so 
there is no loss of sensation accompanying the 
loss of motor nerve function, Any sensory 
symptoms which may be present in the acute 
stage are always transitory and clear up rapid- 
ly. The anterior horn cells (motor) in the 
spinal cord are affected by the virus in one of 
four ways, as shown by microscopic examina- 
tion of the spinal cord in experimental animals 
or in children who have died of the disease. 

First.—The nerve cells may be pressed upon 
and temporarily thrown out of activity by the 
transitory inflammatory swelling of the tis- 
sues about them. 

Second.—The nerve cells may be subjected 
to a damaging local anemia due to the blockage 
of the very minute vessels which bring in their 
blood supply, or to small hemorrhages occur- 
ring in the surrounding tissue. 

Third —The nerve cells may be directly at- 
tacked by the virus and injured but not de- 
stroyed. An injured nerve cell recovers slowly 
and during the acute stage has generally suf- 
fered the degeneration of its long, far-flung 
nerve filament or axis cylinder which has to 
grow again from the nerve cell out to its 
termination in the muscle, a distance of some- 
times as much as a meter. 


Fourth.—The nerve cell may be attacked 
and killed, undergoing complete disintegration. 
Since nerve cells cannot reproduce or replace 
one another in the way less specialized tissue 
can, such cell death means permanent paralysis. 

In the first three types of lesions recovery 
of the motor nerve is to be expected; in the 
first group quite rapidly (2-60 days); in the 
second more slowly (60-360 days); in the 
third very slowly, but within a probable out- 
side limit of 3-5 years, depending on the size 
and age of the patient. 

What is the practical significance of this 
pathological study? How can it be applied to 
our clinical cases where obviously we cannot 
remove the cord for microscopic study ? Clinical- 
ly our only test of these motor nerve cells is 
whether they can stimulate the muscle to con- 
tract. Therefore, we can form no accurate 
conclusion from the muscle paralysis as to 
how serious is the damage that has been done 
in the cord, and whether this or that nest of 
cells governing the activty of this or that 
muscle is only damaged and will recover or has 
been killed. Regarding this dreadful disease 
there are only two good things that can be 
said: First, there is no danger of relapse of 
second attack once the acute stage is over. 
Second, the paralysis is at its maximum at the 
end of the acute attack and some recovery, 
be it great or little, is to be expected. 

Since we cannot tell which cells will recover 
we must hope that all will and take the neces- 
sary measures to assure as effective and wide- 
spread recovery as possible. The damaged 
nerve cells are in the cord, inaccessible to any 
form of treatment, their recovery being based 
on the character and degree of injury they 
have sustained, At this point appears the im- 
portance of the muscle, a tissue in no way 
directly attacked by the virus, but rendered as 
useless by its loss of innervation as an auto- 
mobile with its battery stolen. The muscle 
undergoes certain degenerative changes, the 
most important of which is its loss of “tone” 
or state of tension, so that instead of being 
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taut and elastic it is relaxed, easily stretched 
and sagging like a hammock between its points 
of origin and insertion. ‘The muscle fibers 
atrophy and degenerate, the blood supply 
diminishes rapidly as the muscle no longer 
works, and gradual replacement of the con- 
tractile muscle fibers by fibrous and fatty tis- 
sue ensues. If the nerve cells recover, re- 
generate their filaments, and again begin send- 
ing stimuli to a paralyzed and atrophied muscle, 
the response the muscle makes will be directly 
proportionate to the protection and care it has 
been given during the period of paralysis. This 
has been so frequently demonstrated by Mr. 
Kendall and his associates in the physiotherapy 
department at the Children’s Hospital School 
that to us it is beyond peradventure. Charles 
Fayette Taylor and Sir Robert Jones were the 
first to emphasize rest and protection of para- 
lyzed muscles, and Dr. Macnamara with her 
experience in Australian epidemics further de- 
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veloped these principles, but really they seem 
generally to have found more casual acceptance 
and lip service than rigid and zealous adherence. 
Like all really important scientific procedures, 
the after-care of polio cases is not easy, but is 
a process long and full of detail and unremitting 
care. 


We cannot make the nerve cells grow, but 
we can and do maintain receptive, potentially 
sound muscles for them to grow out into, and 
we also conserve and develop the power as it 
returns gradually to the limbs that have been 
kept in the best possible physical shape to 
profit by nature’s own recovery. 


Like asepsis in an operating room, this after- 
care is the result of experience, intelligent plan- 
nitig, meticulous attention to details, and ad- 
herence to basic ideals by every member of the 
team which handles the body and thereby the 
future of the crippled child.” 
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PICKENS COUNTY AUXILIARY 


The Pickens County Medical Auxiliary held 
its June meeting at the home of Mrs. J. H. 


Cutchins. Mrs. J. W. Kitchen, President, 
called the meeting to order and welcomed our 
visitors, Mrs. C. P. Corn and Mrs. W. P. 
Barton, both of Greenville. Mrs. J. L. Valley 
led the devotional, reading from Matthews 
6:5-15, verses following it with prayer. 


Roll call, minutes and reports were heard 
from committee chairmen. The Auxiliary vot- 
ed to sell extract again this year to help in- 
crease treasury funds. The Creed was repeated 
in unison. 


Mrs. W. B. Furman, introduced Mrs. C. P. 
Corn, President-elect of the Southern Medical 
Auxiliary. In her charming way, Mrs. Corn 
recognized our Auxiliary and the members 
who held state offices. She gave a very interest- 
ing report of the American Medical Auxiliary 
at St. Leuis, Mo., where she served as delegate 
from the South Carolina Auxiliary. Mrs. Corn 
asked us to make plans to attend the Southern 
Medical Convention in November at Memphis, 


Tennessee. Mrs. Cutchins served her guests a 


refreshing iced course. 
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GREENVILLE COUNTY AUXILIARY 


For the year of 1939 Mrs. Everette B. 
Poole has been elected to serve as President 
and Mrs. M. Nachman, President-elect for 
1940, 

Doctor’s Day was observed with a program 
over Radio Station W F B C. The speakers 
were: Mrs. C. C. Ariail, State President, Mrs. 
Everette B. Poole, and Mrs. Charles P. Corn. 
On May 5th the Auxiliary entertained with a 
bridge tournament at the Poinsett Hotel with 
a hundred tables at play for the benefit of a 
Student Loan Fund. 

A committe was appointed by the President 
to serve as hostesses at all the hospitals in the 
city on Hospital Day. - 

Our June meeting, the first meeting of the 
year, was presided over by the new president 
with a splendid attendance. The paper of the 
morning was a most interesting one. Mrs. J. G. 
Murray discussed “The Doctor in a Changing 
World.” Mrs. Charles P. Corn, President-elect 
to the Auxiliary of the Southern Medical As- 
sociation gave a splendid report on the National 
Meeting in St. Louis at which she served as 
a delegate from South Carolina. 


RIDGE MEDICAL AUXILIARY 


The Ridge Medical Auxiliary met with Mrs. 
W. P. Timmerman, Monday evening. ‘The 
meeting opened with all repeating the Lord’s 
Prayer. Mrs. Timmerman, the President, pre- 
sided. Mrs. E. C. Ridgell read a paper on 
Socialized Medicine. Miss Guendolyn Hoover 
rendered a beautiful piano solo. A poem, “In 
Exchange For Your Son,” was impressively 
read. Mrs. W. T. Gibson was welcomed as 
a new member. 

The hostess assisted by her daughter, Mrs. 
H. K. Dickert, served delicious refreshments. 

The Ridge Auxiliary regrets the passing of 
Mrs. D. M. Crosson who was a member when 
the Auxiliary was first organized. 


LAURENS MEDICAL AUXILIARY 


The Laurens County Medical Auxiliary, 
which was organized during the month of 
March, with Mrs. W. L. Pressly of Due West, 
Councilor of the District at that time, serving 
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as Chairman, held its May meeting, Monday, 
May 22, at the home of Mrs. D. O. Rhame, 
Jr., Clinton, S. C. 

A delightful part of the afternoon was the 
participation in the meeting of several guests 
from the Greenville County Auxiliary. After 
the business session there followed a program 
given by Mrs. R. M. Pollitzer, of Greenville, 
on “Medical Men in Literature, Past and Con- 
temporary.” 

A new phase of the work of medical auxi- 
liaries was introduced by Mrs. C. C. Ariail 
of Greenville, when she read the brief biog- 
raphies of two former Greenville County 
physicians. The routine followed by Greenville 
County’s historian, Mrs. J. H. Powe, in gather- 
ing the data for these biographies was dis- 
cussed by Mrs. L. H. McCalla and Mrs. J. 
G. Murray of Greenville. At an early date the 
Iaurens Auxiliary will begin gathering 
biographies of the deceased members of the 
Laurens County Medical profession. These 
biographies have an interesting part in the 
history of South Carolina, a space in the State 
Library having been reserved for them. 

At the conclusion of the program delicious 
refreshments of iced drinks, mints and cakes 
were served by the hostess, assisted by Mrs. 
George R. Blalock and Mrs. B. O. Whitten. 
It was announced that the summer meeting 
would be omitted, the first meeting of the fall 
session to be held the fourth Monday in Septem- 
ber, with the time and place to be announced 
later. 

Officers of the Auxiliary are as follows, 
Mrs. John Garrett Hart, President, Laurens, 
S. C.; Mrs. W. T. Martin, Vice President, 
Goldville, S. €C.; and Mrs. D. O. Rhame, 
Secretary-Treasurer, Clinton, S. C. 


OCONEE COUNTY MEDICAL 
AUXILIARY 


The Woman’s Auxiliary to the Oconee 
County Medical Society met with Mrs. B. F. 
Sloan as hostess, Friday afternoon, June 16, 
at her home in Walhalla. 

Mrs. S. H. Ross, of Seneca, President, 
presided over the business meeting and wel- 
comed two new members, Mrs. Rowland 


Zeigler and Miss Leola Hines both of Seneca. 
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Mrs. W. C. Marett, a member of the Auxiliary, 
who lives in Clearwater, Florida, during the 
winter was present. 

Mrs. C. P. Corn of Greenville, President- 
elect of the Southern Medical Auxiliary, was 
introduced and gave a very interesting talk 
on the meeting of the Woman’s Auxiliary to 
the American Medical Association held in St. 
Louis during the month of May which she at- 
tended. Mrs..J. E. Orr, of Seneca, who is 
Historian for the Woman’s Auxiliary to the 
South Carolina Medical Association, gave a 
report on the State Convention held in Spartan- 
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burg within the last few weeks. Mrs. Orr 
was presented a check from the State Medical 
Auxiliary to the Oconee County Medical 
Auxiliary for the Jane Todd Memorial bed 
placed in the Oconee County Hospital. 

The treasurer of the hospital fund reported 
that the local Auxiliary had given $231 toward 
the furnishing of the Maternity ward in the 
Oconee County Hospital. 

Mrs. Sloan, assisted by Miss Clare Sloan, 
served sandwiches, cookies, and punch. The 
next meeting will be held the second Monday 
in September. 


TUBERCULOSIS ABSTRACTS 


A Review for Physicians 
ISSUED MONTHLY BY THE NATIONAL TUBERCULOSIS ASSOCIATION 


An Advisory Committee on Tuberculosis of the Medical Society of New Jersey has drafted a statement 


of principles and standards regarding tuberculosis case-finding among pupils 


in public schools. This 


carefully drafted statement, representing the views of one organized body of physicians, should be helpful 
to all physicians as the practice of case-finding in schools is growing in popularity. Space prohibits re- 
printing the report in full—some passages have been abbreviated, others omitted. 


CASE-FINDING IN PUBLIC SCHOOLS 


1. QUESTION—How valid is the tuberculin test? 
May we assure parents that the positive or the neg- 
ative reaction is absolutely correct? 

ANSWER—The tuberculin test is one of the most 
reliable tests that we have for determining whether 
or not tubercle bacilli have at some time entered the 
body. If positive, it does not necessarily indicate 
the presence of tuberculosis, the degree of in- 
fection, nor the extent of damage done, if any. 

For all practical purposes, exceptions to this 
statement may be ignored. They should not cause 
worry to parents. 

2. QUESTION—Which grades should be tested? 

ANSWER—The ideal plan would be to test chil- 
dren of all grades and ages. 

First Grade Pupils—In this group one is likely 
to find so small a number of infections as hardly 
to make the effort worth while on a very large 
scale. On the other hand, experience has shown 
that very young children with positive tuberculin 
reactions will serve as leads to a large number of 
open cases of tuberculosis that were active sources 
of infection. 

Kindergarten—The same may be said of this group. 

High School—The high school age is receiving 
special attention for several reasons. First, because 
of the high morbidity and mortality rate known 
to exist between the ages of 15 and 25. Secondly, 
because in the average high school a large per- 
centage of this important age group is available 


under ideally-controlled conditions. More cases of 
tuberculous infections are likely to be found in this 
age than in the lower grades. 

3. QUESTION—When is re-testing advisable? 

ANSWER--AII tuberculin-negative students should 
be re-tested at least once a year. All tuberculin- 
positive students should be re X-rayed at least once 
a year, unless something abnormal is found, when 
the frequency of re-X-raying will depend upon 
the particular circumstances in each case. 

4. QUESTION—Is the Mantoux test so definitely 
superior to other tests that the question of choice 
may be ignored? 

ANSWER—The Mantouwx test is definitely superior 
to other tests because: 

1. It is twice as sensitive as the scratch test of 
Von Pirquet. 

2. It is an exact quantitative test. 

3. The response when positive is more definite, 
and more prompt than in all other tests. 

However, as a second choice, especially in the 
face of objection to the “needle,” the Patch test 
may be used. The following are the objections to 
the Patch test: 

1. It must be kept dry. 

2. It must not be interferred with by the child. 

3. Frequently when examined at the end of 48 
hours, it may be negative, and require four days 
for a reading. 

4. Under the best of circumstances it is at least 
five per cent less reliable than the Mantoux test. 
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5. The greater cost of each test would also be 
come a financial problem if planned for a large 
nuinber. 

5. QUESTION—What is the significance of cif- 
ferent degrees of reaction? 

ANSWER—Different degrees of reaction have no 
significance beyond the fact that they indicate dif- 
ferent degrees of sensitivity. This has no bearing 
upon the question of the amount of infection or 
disease, and need not concern school administrators 
or even school physicians. It is better not to con- 
fuse the minds of parents with any attempts to in- 
terpret degrees of reaction. 

6. QUESTION—Should all positive reactors be 
X-rayed? Are there indications to warrant X-raying 
of negative reactors? 

ANSWER—AIl positive reactors should, without 
exception, be X-rayed. 

With reference to negative reactors, an X-ray 
is not necessary to exclude tuberculosis; but it is 
frequently advisable for certain special reasons, 
such as malnutrition, suspicion of heart disease, 
chest deformity, or recent non-tuberculous lung 
infections such as pneumonia, or the presence of 
symptoms of chronic bronchitis or pulmonary dis- 
ease of non-tuberculous character. 

Question 7 on the accuracy of the paper X-ray 
film, is answered by defining the limitations of 
paper film, appraising its advantages and _ stating 
that paper films are quite satisfactory in the “sift- 
ing” process or screening out of abnormalities. 

8. QUESTION—Is the celluloid film infallible? 

ANSWER—No. There are lesions in the lung so 
small and so translucent to the ray that they. may 
not be demonstrable in any films. 

9. QUESTION—Assuming a positive reaction to 
the Mantoux, and a negative reading of a paper film, 
what should be told parents? 

ANSWER—A positive Mantoux reaction, by itself, 
does not indicate that a person has tuberculosis. 
“If the tuberculin test is positive (red and swol- 
len), it means only that tuberculosis germs have at 
some time entered the body. It does not tell how 
many there are, cr if any damage has been done. 
It should not cause worry to parents. 

“If the test is positive, the child's chest should 
be X-rayed to be certain that no harm is being 
done in the lungs. An X-ray examination should 
also be made of every member of the household 
to learn if the child is being exposed to an open 
case of tuberculosis. Frequently this may reveal 
other cases of tuberculosis before the victim is at 
all aware of the disease. If no one in the family has 
the disease, search should be made among the child’s 
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playmates or others with whom he comes in close 
contact. It is perfectly safe for a child with a 
positive reaction to mingle with other children — 
for unless there are tubercle bacilli in his sputum, 
he cannot pass them to others. Tuberculosis often 
exists in a concealed form in unsuspecting persons, 
and it is important to make the discovery in order 
to prevent further spread of the disease.” 

The parents should also be advised that the tu- 
berculin-positive student should be X-rayed reg- 
ularly at least once a year so as to detect any 
evidence of reinfection as early as possible. If the 
tuberculin test is negative, no X-rays are necessary 
until a subsequent tuberculin test proves to be 
positive. 

10. QUESTION—Will you outline briefly the fol- 
low-up procedure for the average school district? 

ANSWER—After a tuberculosis survey, the par- 
ents are advised in a general way as to the results, 
and instructed to see their family physician for fur- 
ther explanation of the same. 

Parents receiving reports to the effect that the 
Mantoux test was negative are advised of the im- 
portance of having the children re-tested annually 
by their own doctor, as long as they are negative. 

In the case of the child who had a positive Man- 
toux with a negative X-ray, the parents are advised 
to have the child X-rayed, at least once a year 
theréafter through their own physician. They are 
also advised to have all other members of the 
house-hold X-rayed, and all children under fifteen 
Mantoux tested. 

In the case of those children in whom the X-ray 
showed some abnormality, the parents are particu- 
uarly urged to take the report o1 the findings to 
their family physician at once. He is to be further 
informed of the desirability of communicating per- 
sonally with those conducting the survey, who 
should endeavor to cooperate with him to the ful- 
lest extent on behalf of his patient. For those who 
cannot afford private service, the facilities of the 
tuberculosis clinics should be made available. 

With reference to the schools, plans are formu- 
alted for continuing these surveys so as to test all 
new admissions each Spring, as well as t'iose pre- 
viously tuberculin-negative. 

It is advised that no child should be excluded 
from school until the X-ray reveals findings that 
would warrant it and no type of active case, com- 
municable or not, should remain in school—all 
active cases require treatment. 

Tuberculosis Cace-Finding in Public Schools, A. 
E. Jaffin, M. The Journal of the Medical Society 
of N. J., Vol. XXXVI, No. 2, Feb., 1939. 
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Pathological Conference, Medical College of the State 
of South Carolina 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


Case of Dr. J. J, Ravenel 
January 20, 1939 
ABSTRACT NO. 382 (51415) 


Student Yeargin Presenting. 

Admitted October 5, 1938; died October 7, 1938. 

History: The patient was a negro man of 67 years 
of age brought to the hospital in a semi-comatose 
condition. The informant stated that the patient 
had had difficulty in passing urine for some time; 
dribbling was a prominent feature. About one week 
before admission the patient developed a fever and 
became semi-comatose on the day before admission. 
No further details concerning the past history or 
present illness were obtainable. 

Physical: T. 101.4°. P. 112. R. 26. 

The patient was of the apparent stated age, semi- 
comatose, the skin was dehydrated and the mucous 
membranes pale. Pupils reacted to light and ac- 
commodation. The tongue was dry and coated. 
The neck was not remarkable. The chest was clear 
to percussion and auscultation. The heart was en. 
larged, the rate rapid, the rhythm regular and no 
murmurs were heard. The radials were thickened 
and tortuous. B. P. 120/60. Examination of the 
abdomen revealed the bladder to be distended to a 
level within one inch of the umbilicus. There was 
dribbling of urine from the external urethral meatus. 
The prostate was not enlarged. Extremities were not 


remarkable. Reflexes were physiological. 
Laboratory: 
Blood 10-5-38 10-6-38 
Hb. 65 % 65 % 
RBC 3,600.000 
WBC 12,400 11,800 
Polys 84% 89% 
Lymphs 14% 9% 
L. Monos 2% 2% 
Blood Cemistry: 

10-6-38 
Urea N. 115 mgs% 
Creat. 

10-7-38 
Urea N. 94 mgs % 
Creat. 3.6 mg % 
Serology 


Kolmer—Negative 
Kline—negative 

Course: A filiform catheter was placed and de- 
compression of the bladder accomplished. The pa- 
tient’s general condition did not improve with sup- 
portive treatment. Temperature began to rise after 
admission and reached 104.2° shortly before death 
on 10-7-38. 


Dr. J. J. Ravenel: (presiding) Mr. Allen, will 
you open the discussion? 

Student Allen: This man presented quite definite 
localizing symptoms on admission, complaining of 
difficulty of urination, dribbling, and distension of 
the bladder. He ran a febrile course and had a 
leucocytosis, all pointing to urinary obstruction with 
some infection. A hypertrophy of the middle lobe 
of the prostate will give rise to a retention and a 
secondary hydro and possible pyonephrosis. This 
would also account for his urea nitrogen retention. 
His past history throws no light on a urethral in- 
fection; and although dribbling was present, it is un- 
likely that he had any recent infection. A prostatic 
secondary infection might give rise to considerable 
enlargement of the gland with secondary urinary 
retention. | would also consider the possibility of a 
tumor of the bladder itself, such as a villus papilloma 
or carcinoma, encroaching upon the trigone and 
blocking the urinary outflow. No blood was found 
in the urine, however, and the most likely diagnosis 
seems to me to be a hypertrophy of the medial 
prostatic lobe. Such an enlargement might also be 
present without appreciable changes being found in 
rectal examination. 

Dr. Ravenel: Mr. Finger, do you agree? 

Student Finger: Yes, I believe this patient had 
some obstruction below the trigone, most likely 
caused by an adenomatous hypertrophy of the medial 
prostatic lobe. A _ resulting hydronephrosis would 
account for his uremic condition. 

Dr. Ravenel: How would you account for the 
rise in temperature to 104°? 

Student Finger: He may have acquired a secondary 
infection from instrumentation while attempting to 
decompress the bladder. 

Dr. Ravenel: Mr. Herring, do you agree with 
this explanation of the rise in temperature? 

Student Herring: Yes, I think it is not uncommon 
for a patient to have a chill and sudden rise in 
temperature following instrumentation of the 
posterior urethra. There is probably absorption of 
bacteria at this point from trauma or laceration of 
the urethral mucosa permitting absorption into the 
blood stream. I believe the so called urethral chills 
are most apt to occur several hours after the in- 
strumentation. 

Dr. Ravenel: How do you account for the slow 
dribbling of urine following catheterization? 

Student Finger: If the bladder had been distended 
to a marked degree over a long period of time, it 
is possible that there is some loss of tonus in the 
musculature which impaired contraction and ef- 
ficient emptying. 
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Dr. Ravenel: Mr. Moore, how would you dis- 
tinguish between a bladder distended by obstruc- 
tion at its outlet and a cord bladder distended by 
nerve injury? 

Student Moore: If the bladder retention were due 
to nerve injury it seems a catheter would pass the 
posterior urethra and prostate without meeting any 
obstruction. 

Dr. Ravenel: How do you explain the blood 
chemistry ? 

Student Moore: I think this could all be ex- 
plained by an obstruction preventing proper drainage 
from the ureters and resulting in hydronephrosis. 

Dr. Ravenel: Mr. Cantey, when a retention catheter 
is inserted and patient given supportative treatment, 
would the patient have difficulty in emptying the 
bladder if retention were due to nerve injury? 


Student Cantey: I don’t think such a condition 
would produce difficulty in complete emptying of the 
bladder, providing it had regained a sufficient degree 
of tonus. It is possible that too rapid decompression 
of an over distended bladder by catheter may cause 
further complications setting up a circulatory dis- 
turbance due to the sudden decrease in pressure. 

Dr. Ravenel: Tumor of bladder was mentioned 
as a possibility. Is this right? 

Student Cantey: A tumor of the bladder causing 
obstruction would have to be located low in the 
trigone, and any infiltration to the floor might be 
made out on rectal examination. 

Dr. Ravenel: Could a bladder stone give rise to 
these symptoms? 

Student Cantey: This is possible. However, a 
stone is more likely to cause an intermittent hema- 
turia and we have no history of this. 

Dr. Ravenel: The acute rise of temperature might 
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be the result of instrumentation with temporary 
absorption of bacteria in the blood stream.  In- 
fection was certainly present, and it seems tu me 
most likely to be associated with some ascending in- 
fection following an obstruction in the prostate. 
The possibility of stricture is to be considered but 
is more likely to occur in an earlier age group. 
I would first think of medial lobe hypertrophy. A 
bladder stone could produce these symptoms without 
bleeding, but obstruction would be intermittent. A 
stone in the urethra is possible but uncommon and 
would probably be detected at the time of instru- 
mentation. 

Dr. Kelley: Was anything made of the anemia 
and cardiac enlargement? 

Dr. Ravenel: No, the patient was in less than 48 
hours and in coma; so he was not worked up from 
that standpoint. However, there are numerous cardio- 
vascular complications or renal diseases. 

Dr. Lynch: This patient had an unusual type of 
obstructive lesion, a calculus lodged in the mem- 
branous portion of the urethra. 

Calculi are uncommon in this location, and urinary 
calculi in general are uncommon in the Negro 
race. While there is some narrowing of the urethra 
at the site of the stone, I believe this secondary to 
an inflammatory reaction set up by the presence of 
this foreign body. The appearance of the stone 
suggests its origin elsewhere, probably in the kidney. 
The bladder is markedly dilated, its wall hyper- 
trophied, and its mucosa showing a diffuse chronic 
inflammatory lesion. In addition, both kidneys 
show a widespread pyelonephritis with the formation 
of linear abscesses throughout the cortex and 
medulla. Death appears to be the result of renal 
failure occasioned by both the widespread infection 
and the result of back pressure. 


MINUTES 


MINUTES OF HOUSE OF DELEGATES 


The House of Delegates of the South Carolina 
Medical Association assembled in the ballroom of 
the Cleveland Hotel, Spartanburg, South Carolina, 
on Tuesday, April 11, 1939, for its ninety-first annual 
meeting. The President of the Association, Dr. 
J. R. Des Portes, of Fort Mill, presided and called 
the meeting to order at ten-thirty o’clock A. M. 

At the request of President Des Portes the 
Secretary, Dr. E. A. Hines, presented a distinguished 
guest, Dr. Arthur T. McCormack, of Louisville, 
Kentucky, State Commissioner of Health of 
Kentucky, and President of the Southern Medical 
Association. Dr. McCormack spoke as follows: 


ADDRESS 
Arthur T. McCormack, M. D. 

State Health Commissioner of Kentucky, President, 
Southern Medical Association, Louisville, Ky. 
“Mr. President and gentlemen: 

I wish to say that I believe in our responsibility 
as the best trained and best educated group of 
people in the world. With that responsibility and the 
boundless opportunity which that responsibility gives 
us, it is a real joy to attend meetings of the houses 
of delegates and see the breadth of vision which 
they manifest of our responsibility as an organiza- 
tion for the prevention of disease and for the 
treatment and cure of disease. The South has never 
had any money, or certainly it has not had any 
since the Civil War, and we ought to realize that 
our brains and our service are our wealth. Whatever 
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service we give to humanity and to our community 
and our nation is our capital; that is our wealth, and 
no one can take that away from us. 

There is not the slightest question in your mind 
or my mind or in anyone else’s that every fault 
in the attitude of the public generally toward health 
is our mistake. The people do not know anything 
about it. What they want is health. We have not 
thrown ourselves into the forum of public opinion 
in such a convincing way as to teach them the 
value of medical service when they are well and in 
the early stages of disease or at any time in 
disease. That is°why Christian Science and other 
quackery flourishes. Anyone who has been trained 
in school and has studied physics and chemistry 
will know that you can not cure a physical ailment 
by pulling the patient’s leg or playing a stop in 
his back or by any sort of spiritual exercise. It is 
necessary for us to realize our own ignorance and 
to tell each other what the requirements should 
be for practicing medicine rather than to tell the 
public and tell committees of legislative bodies. 

The Great Physician is the head of our calling, 
and each of us is his liveried servant. We wear 
a uniform and insignia invisible to all but our- 
selves, and may that set us apart as a peculiar body 
for the service of mankind. That is our job; that 
is our responsibility. As long as we remember that, 
and as effectively as we make the rest of the world 
conscious of that fact, we need feel no anxiety of 
anyone’s controlling us but ourselves. Whenever we 
forget it we do so at our peril; and whenever we 
prostitute the high knowledge we have for greed 
or selfishness or personal gain, then we shall be 
taken as the profession in so many other countries 
has heen taken, and we shall be made the servant, 
willing or unwilling, of a public that will control us, 
and we shall have given away our freedom and our 
destiny, as democracies can do, but as we pray to 
God this democracy shall never do.” 


The privileges of the floor were extended to Dr. 
McCormack and Dr. Des Portes invited him to take 
part in the discussions. 

The following members of the House of Dele- 
gates were appointed by the President as the 
Refence Committee: Drs. C. H. Blake, Greenwood ; 
Kenneth M. Lynch, Charleston; Robert Wilson, Jr., 
Charleston; David Adcock, Columbia; and William 
Weston, Jr., Columbia. 


The Credentials Committee reported more than 
a quorum present. 


The report of the Secretary-Treasurer being 
called for it was read by that officer, Dr. Hines, and 
was accepted. (Published in June issue). 

The President said that with the approval of the 
House of Delegates he would ask his successor, Dr. 
Douglas Jennings, to carry out the recommendation 
of the Secretary by appointing a committee to take 
part in the sesquicentennial celebration of the Medi- 
cal Society of South Carolina in Charleston. A 
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motion to authorize the appointment of such a com- 
mittee was adopted. 

Dr. DesPortes introduced Dr. Daisy G. Van 
Hoesen, of Rock Hill, physician and surgeon of 
Winthrop College and a delegate from York County. 

Dr. T. A. Pitts, Chairman of the Board of 
Councilors, read the following report: 


Report of Council 


Mr. President and members of the House of 
Delegates of the South Carolina Medical Association : 

“T should like to give a brief outline of the duties 
of the Council. 

Council, as most of you know, is, for all intents 
and purposes, the executive committee of the 
organization. The members of the Council are 
elected by the House of Delegates, and this body 
has the power to act in the interim between regular 
meetings of the House of Delegates. It is also the 
financial body of the organization. 

According to regulations, Dr. E. A. Hines, the 
Secretary-Treasurer and Editor, had the annual audit 
of our finances made. A copy of the report was 
sent to each member of the Council some days ago 
and the original sent to me as Chairman. After due 
study and discussion we found, at our regular meet- 
ing last night, all moneys accounted for in proper 
and regular form, that the bills of both the Journal 
and the Association have been paid, and further, 
that there is a small surplus in each account. Further- 
more, there is approximately $2,000 deposited in bank 
and Postal Savings. Council went on record com- 
mending Dr. Hines for his capable handling of the 
finances. 

There was one called meeting of Council last 
year for the purpose of considering the Federal Farm 
Administration’s plan for medical care for the 
indigent farm families. After due consideration 
Council approved the idea in principle but referred 
the matter to each county society to study out the 
details. The county societies may either accept, amend, 
or reject any part or all of the proposed plan. 

At the regular annual meeting last night routine 
business was disposed of. After discussion Council 
went on record as unanimously approving a change 
in the hour of meeting of the House of Delegates, 
and I am instructed to make the following recom- 
mendations, viz: 

That the House of Delegates meet at three p. m., 
on Tuesday of the annual mecting of the Association 
instead of at ten a. m. as at present. 


Council will meet before the House of Delegates, 
as set out in the by-laws of our organization. 


The reports from the Councillors about the af- 
fairs in their districts each stated the outlook to be 
good, and each carried some note of optimism. 

It is the sentiment of Council that organized 
medicine is still a factor and that each officer and 
member should do his part to promote the welfare 
of the profession and thereby improve our service 
to the public. 
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I wish to take this opportunity to express my 
appreciation to the members of the Council for the 
honor of again being elected Chairman and to ex- 
press my thanks for their cooperation during the 
past year.” 


T. A. PITTS, Chairman. 


On motion of Dr. Kenneth M. Lynch, duly 
seconded, the report of the Council, including its 
recommendation for a change in the hour of meeting 
of the House of Delegates, was adopted. 


The President called for the report of the State 
Board of Health, and this was read by Dr. F. M. 
Routh, Chairman. 


Dr. William Weston suggested that arrangements 
should be made whereby the State Laboratory may 
be kept open on legal holidays, because of the im- 
portance of getting prompt reports. Dr. Routh ex- 
plained that the laboratory is closed on some holi- 
days, but that arrangements are made to have its 
services available in case of necessity. 

President Des Portes commended the work of the 
State Board of Health, and particularly that of the 
laboratory. 

The report of the Committee on Scientific Work 
was called for, and Dr. P. M. Temples, the Chair- 
man, gave it as follows: 


Report of Committee on Scientific Work 


Your Committee has endeavored to formulate a 
program that will have features of interest for 
everyone. We have followed the policy adopted last 
year of having round-table conferences, but did 
not break them up into sections, as we feel that the 
subjects to be discussed will be of interest to almost 
every member. We are very proud to have been 
able to secure the speakers who will appear on the 
program and are very grateful to the doctors of the 
State who have volunteered papers. 


The report of the Committee on Public Health 
and Instruction being called for, it was read by Dr. 
Lee W. Milford, Chairman; and on motion the 
report and the recommendations embodied therein 
were accepted. Dr. C. N. Wyatt, of Greenville, dis- 
cussed the matter of student health work, especially 
in the detection of tuberculosis, and spoke of the 
need for this in Negro colleges and schools. 

Dr. Robert E. Seibels, Chairman, gave a summary 
of the report of the Committee on Maternal Wel- 
fare, and read a list of the hospitals which have 
adopted the rules, as previously recommended by 
the Gommittee for the handling of complicated 
cases. In closing Dr. Seibels recommended that the 
Committee be continued. The report and the recom- 
mendation were accepted. 

The President called for the report of the Com- 
mittee on Public Policy and Legislation, which was 
given by Dr. J. McMahan Davis, Chairman, as fol- 
lows: 


191 


Report of Committee on Public Policy and 
Legislation 


“Your Committee wishes to report that the As- 
sociation is in good condition. In the House of 
Representatives of our State legislature no com- 
mittee adopts any measure affecting us as a pro- 
fession except after consultation with this com- 
mittee. Our influence is, however, negative rather 
than positive. Though we can kill anything in 
either branch, we should like our influences to be a 
little more positive. If, when we inform the local 
societies of what action we think should be taken 
by the legis!ature on some particular measure, the 
members of each local society would see their repre- 
sentatives when they go home for the week-end, as 
we request, and discuss the matter with them and 
show them our side of it, that would have a much 
greater effect. This year we have not had a great 
deal of difficulty except with one measure which 
the Senate Medical Affairs Committee killed. That 
was to require pre-marriage examination for 
syphilis, and between three and five hundred women 
appeared in favor of it. We had had a report 
from the American Medical Association that the 
bill was inadequate. It was rather hard to fight, 
but the President of the South Carolina Medical 
Association came down and with his aid we killed 
it. 

Our Committee asks that this session of the 
House of Delegates consider the advisability of 
adopting such a bill and that it suggest a bill for 
presentation to the legislature for adoption. 

This concludes my report, except that I should 
like to read a few lines from Dr. John H. Stokes’ 
article in the Journal of the American Medical 
Association, entitled “Syphilis and The Law.” 

(Chairman Davis then read an excerpt from the 
American Medical Association Journal of March 
25, 1939.) 


I have here the pre-marriage examination bill 
given us by the American Medical Association. You 
see the extent of it. The medical profession must 
consider how they want this done. In one bill 
under consideration the physical examinations were 
to be made by the State Board of Health, not 
considering the private physicians at all. That 
would have necessitated, according to the public 
health group, with whom I discussed it, the addition 
of forty men to their force, and it would have cost 
approximately $20,000 plus their expenses for this 
work. 


If such a bill is passed in South Carolina it will 
necessitate approximately 24,000 free examinations 
each year, as there are approximately 12,000 mar- 
riages in the indigent class. It is for you to de- 
termine whether you want to ask for the payment of 
five dollars for each such examination by a private 
physician or whether you want to turn the work 
over to the State Board of Health. 

Our Committee have instructed me to report that 
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we feel we should not be the third state to enact 
adequate pre-marriage examination laws. There are 
twenty-six states now which have some type of law, 
but Surgeon General Parran says that in twenty- 
four of those states the laws are not worth the paper 
they are written on. If we must have a law let’s 
have an adequate one. Let’s not go through the 
experience of North Carolina, which three years 
ago passed an adequate law but last year had to 
repeal it because of its ineffectiveness, and _ its 
hindrance to the general antisyphilitic work. 

On motion of Dr. Julian P. Price, the matter of 
a pre-marital examination law was referred to the 
Reference Committee for study and recommendation. 

The President read the follwoing telegram from 
Mr. C. P. Loranz, Secretary-Manager of the South- 
ern Medical Association: “Greetings and all good 
wishes. We hope you are having a most successful 
annual meeting.” 

The report of the Committee on the Control of 
Cancer was called for, and this was read by Dr. 
F. FE. Kredel, the Chairman, as follows: 

Annual Report of Cancer Control Committee 

In April, 1938, the Committee, under the chairman- 
ship of Dr. Allison, with the Women’s Field Army 
carried out in many parts of the state an educational 
and enlistment campaign. A total of $1,525.64 was sub- 
scribed, of which seventy per cent was retained in 
the state. The present balance of this fund is 
$849.60. A similar campaign has been inaugurated 
this year, although somewhat hampered by illness 
and resignations among the Field Army personnel. 


An exhibit of educational material on cancer con- 
trol is presented at this meeting. Free pamphlets 
suitable for lay distribution may be procured by 
members of the Association at this exhibit. A 
100-page book on cancer will be sent to all sub- 
scribers to this year’s campaign. 

A cancer survey under the direction of the Medi- 
cal College Faculty, assisted by a W. P. A. grant, 
is now under way. Preliminary results point out 
the need for more public education on the early 
symptoms of cancer, which is on the increase in this 
State. 

It is suggested, since this committee is the only 
agency whose function is actively to promote such 
education in South Carolina, that the committee be 
enlarged to include at least one member from each 
district. 


Respectfully submitted, 
F. E. KREDEL, Chairman.” 


The President said that the recommendation for 
enlargement of the Committee would be taken up 
before adjournment of the House of Delegates. 

A summary of the report of the Committee on 
the Study and Control of Syphilis was given by the 
Chairman, Dr. James Edward Boone. 

Dr. C. H. Blake, Chairman of the Reference Com- 
mittee, reported that the Committe finds that the 
proposed pre-marriage-examination bill before ‘the 
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legislature is inadequate and would be ineffective 
and therefore recommends that it be not approved 
by the South Carolina Medical Association and 
furthermore, that the Committee on Public Policy 
and Legislation continue the study of an adequate 
bill for the purpose of presentation to the Council 
and the preparation of such a measure for the con- 
sideration of the next legislature. 

On motion of Dr. Weston the report of the 
Reference Committee was adopted. 

Dr. H. Grady Callison, Chairman, read the report 
of the Committee on Public Relations and then 
suggested that the committee be continued, which 
recommendation was adopted. 

The report of the Committee on Degenerative 
Diseases was read by Dr. Hugh Smith, the Chair- 
man. On motion it was accepted and the committee 
discharged. 

Dr. J. |. Waring, Chairman, read the report of the 
Committee on Historical Medicine, which embodies 
a recommendation for a grant of $100 to this com- 
mittee for its work. It was moved that the report 
and the recommendation be adopted, and the matter 
was discussed by several members. Dr. Kenneth 
M. Lynch offered a substitute motion providing that 
the recommendation be referred to the Council, with 
power to act and to grant an appropriation of what- 
ever amount it deems advisable up to $100; and the 
substitute motion was adopted. 

(To be continued) 


Behind 
MERCUROCHROME 
<> is a background of 


Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 
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